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Abstract 
In the aftermath of a critical incident in the community, such as a workplace shooting, violence 
in a school, or an act of terrorism, mental health professionals are charged to help by providing 
crisis interventions. The most common intervention in the United States today is "Critical 
Incident Stress Debriefing" (CISD), a single-session intervention that evolved from a more 
comprehensive approach: "Critical Incident Stress Management" (CISM). The intervention, in 
either variation, is used to assist persons who have experienced trauma, and is administered by 
trained mental health professionals. The literature suggests that an abbreviated, single-session 
approach - now most typically used - can be harmful. The purpose of the present study was to 
assess efficacy of CISM from the clinician's viewpoint. Research questions sought to explain, 
first, what were clinicians' attitudes about CISM and CISD? Secondly, which demographic and 
experiential factors predicted attitude toward single-session CISD? Finally, did a difference exist 
between clinicians' attitudes towards single-session CISD based on gender or specific clinicians' 
credentials? Using a descriptive, correlational, cross-sectional study design 60 participants 
completed a 15-item survey developed by the author to assess their attitudes about performing 
the CISM intervention in the past.  The participant population consisted of mental health 
clinicians in private practice. The survey was analyzed using descriptive statistics, multiple  
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regression analysis and an Independent samples t-test. The study found that there was no 
significant difference between clinicians of either gender, they were equally likely to disagree  
with our dependent variable, their feeling that "that a single-session of CISD achieved its 
purpose". The study found that clinicians with particular credentials (psychologists, occupational 
therapists, certified drug and alcohol counselors, master's degree-prepared psychologists, 
licensed professional counselors and licensed marriage and family therapists) were more likely to 
disagree with our independent variable than a group comprised of social workers. Results from 
multiple regression confirmed (p<.01) the research hypothesis: clinicians with more experience 
are less likely to view single-session CISD as effective.  This research advances the need for 
practice change based on the experiences of those administering the crisis intervention, and urges 
progression from single-session CISD to a more comprehensive approach.  
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Chapter One 
 Background 
 This chapter will introduce the phenomenon of trauma debriefing and the background of 
Critical Incident Stress Debriefing (CISD) as an intervention. Alternative intervention models 
will be explored, the CISD intervention will be outlined and its significance to society and 
affected individuals will be discussed. The specific purpose of this project will be stated, a 
theoretical framework relating the project to nursing presented, assumptions utilized will be 
outlined and the research questions stated. Key terms will be defined, the data-collection 
instrument discussed and the chapter concluded with a summary. 
Description of the Phenomenon 
In the wake of national emergencies such as Hurricane Katrina and the unforgettable 
attack of September 11, 2001, renewed attention has been given to the issue of how to respond to 
the psychological aftermath of traumatic events. Such events happen at many levels within our 
society; they may affect small or large groups of people and often affiliated individuals within a 
particular institution.  
The field of psycho-traumatology, which addresses the factors that occur before, during 
and after the experienced traumatic event by one or more individuals, has developed in response 
to such events. A number of brief treatment models have been utilized by agencies, institutions 
and governments in order to provide crisis support to those individuals affected by traumatic 
events experienced within these systems. These traumatic events include fires, earthquakes, 
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terrorist attacks, shootings and a wide range of unexpected events affecting individuals affiliated 
with these various institutions. Over the last two to three decades, a variety of approaches to 
crisis intervention and trauma mitigation have appeared; most have used some form or 
another of group psychological debriefing. At least three prominent models of group 
psychological debriefing have emerged: Critical Incident Stress Debriefing, also known as "The 
Mitchell Model" (Mitchell, 1983), "Process Debriefing" (Dyregrov, 1989) and "The Raphael 
Model" (Raphael, 1986).  These approaches differ in the timing, duration and structure of the 
intervention, as well as the credentials of the persons administering the intervention.  Each of 
these approaches has at its core, the intention to provide support to individuals who have been 
exposed to trauma and to prevent stress-related symptoms. The severity of these symptoms can 
range from mild to severe. Mild symptoms may include sleep disturbance, intrusive thoughts, 
anxiety and some disruption in function, where severe symptoms may prompt a diagnosis of 
posttraumatic stress disorder (PTSD). The Diagnostic And Statistical Manual of Mental 
Disorders - Fourth Edition (DSM-IV) (American Psychiatric Association, 1994) reports the 
overall incidence of PTSD as ranging between 1% and 14% of the U.S. population and as high as 
3% to 58% in populations of “at-risk” individuals, such as veterans, violence victims, and 
emergency workers.  
Background of CISD 
 This study explored one particular approach for intervention that has become increasingly 
popular over the last 25 years: single-session Critical Incident Stress Debriefing (Mitchell, 1983). 
Mitchell conceptualized the CISD process as one component of Critical Incident Stress 
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Management (CISM), a broader term for the spectrum of supportive interventions that includes 
processes such as longer term supportive counseling, family interventions, follow-up, and 
referral when indicated over the period of recovery of an individual. CISD was never intended to 
be implemented as a stand-alone intervention (Everly, Flannery, & Mitchell, 2000). The use of 
CISD as a one-time debriefing - a brief group intervention - has become commonplace and given 
this trend, has come under scrutiny in the literature and in the body of research on this topic. The 
literature and supporting research suggest single-session CISD may be ineffective or perhaps 
even harmful as an intervention as noted by Bledsoe (2003) and Rose, Brewin, Andrews & Kirk 
(1999) among others.   
  In fact, it has become common for institutions to provide only a "one time" structured 
group counseling session as a response to a critical incident. The reasons for this questionable 
development are not fully clear. However well-intentioned the single-session CISD intervention 
may be, it is obvious that a more comprehensive intervention would be costlier and more time-
consuming for an organization. Additionally, organizations sponsoring single-session CISD may 
be following a trend in crisis intervention that may have the best of intentions but lack evidence-
based support for its use. 
Alternative Crisis Intervention Models 
 Other comprehensive crisis intervention models exist and are in use in some areas 
worldwide. The Dyregrov (1989) model has literature in support of its use, primarily in Europe 
(Dyregrov, 2003; Dyregrov, Solomon, & Fredrik Bassøe, 2000; Dyregrov, Straume, & Sari, 
2009; Grad, Clark, Dyregrov, & Andriessen, 2004). There are several randomized, controlled 
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trials also in support of the Dyregrov model of crisis intervention (Dyregrov, A., & Dyregrov, K. 
1999; Dyregrov, Gjestad, Bie Wikander, & Vigerust, 1999).   
The Raphael (1986) model of crisis intervention has less evidence of support in the 
literature but has been utilized in diverse crisis situations (Mollica, Cardozo, Osofsky, Raphael, 
Ager, & Salama, 2004; Raphael, & Ma, 2011). The model has also addressed the effects of 
disasters on the rescue workers themselves (Raphael, Singh, Bradbury, & Lambert, 1983). 
 Other crisis intervention models ( Armstrong, O'Callahan & Marmar, 1991; Walsh, 
LeGris, Adler, Bromley, Diaz, & DiNunzio, 2002) are quite detailed yet they remain in very 
limited use, with minimal literature in their support.   
 Additional research, both qualitative and quantitative, needs to be done on alternative 
models as well to ascertain their effectiveness. Comparison studies need to be completed to 
assess efficacy of one type of intervention versus another. At the present time, few models have 
been formalized and operationalized as widely as the Mitchell (1983) model, and in particular, 
single-session CISD, making comparison difficult. It would be helpful for organizations to have 
more options and more sense of freedom and approval in adopting alternate approaches to crisis 
intervention. This would allow more opportunities to test other approaches to forward best 
practice.   
CISD Intervention  
 The CISD intervention itself would appear to be comprehensive as a stand-alone session 
as it is comprised of a number of components that have evolved and been refined since the 
process was initially created by Mitchell (1983). A single-session CISD intervention might 
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typically last for 1 ½ to 3 hours and participants are led through a seven-phase process by one or 
two facilitators who have had CISD training, often no more than a day-long workshop.   
The first five phases of a debriefing include: the introduction phase in which the group 
sets its ground rules and expectations; the fact phase in which the facilitators listen to individuals 
provide factual accounts of what happened; the thought phase in which facilitators assist 
individuals in putting the thoughts they had during the event into words; the reaction phase in 
which facilitators assist individuals in expressing the emotions attached to their experience; and 
the symptom phase in which facilitators assist individuals in exploring the thoughts, feelings and 
behavior they experienced. In the following phase, the education phase, the facilitators provide 
educational input on stress management. Finally, the facilitators lead the group through the re-
entry phase, wherein the facilitators summarize the intervention, provide options for on-going 
treatment and normalize the reactions that individuals might experience in their lives in the days 
and weeks ahead. 
Significance 
 In light of the many uncertainties that face agencies, organizations and the individuals of 
which they are comprised, it is evident that there is the potential for any number of traumatic 
events to occur, as history has shown. Recent examples of traumatic events experienced by large 
groups of individuals include the Hurricane Katrina disaster, any number of wild fires affecting 
communities on the west coast, the Fort Hood shootings of 2009 and the shootings at American 
high schools and colleges, among others. Traumatic events also affect those working in high-risk 
areas, often in smaller workgroups, such as emergency workers who experience the vicarious 
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trauma associated with violent accident scenes or soldiers who may witness war atrocities.  
Many individuals such as police officers, fire-fighters or nurses have no choice but to accept a 
level of loss and bereavement in their work, which at times may be traumatic.   
 Those in the helping professions, in particular, may be significantly affected by trauma. 
This is well-documented in the current research literature (e.g., Adler et al., 2008; Armstrong, 
O'Callahan & Marmar 1991; Bledsoe 2003; Harris, Baloglu & Stacks 2002; and Joyce & 
Wallbridge 2003).  Individuals who "help" in the line of duty not only experience trauma as part 
of their workday, but may also be expected to intervene to provide the emotional first aid to 
others who have experienced trauma. The significance of this review to those workers cannot be 
overstated - if the helpers are not able to effectively manage or process their experience of 
trauma, how can they have the resources to help others? Many clinicians within the mental health 
service sector are trained in CISM and are involved as leaders in the intervention when there is a 
community tragedy. There is an identified need to clarify which variant of CISM (single-session 
or multiple-session) is most effective in preventing trauma reactions. There is little or no extant 
research from the perspective of the trained and experienced clinician as to the efficacy of the 
interventions. As far as the researcher is aware, this study is the first to assess the efficacy of 
single-session CISD from the clinicians' viewpoint. This study has implications for change in 
practice within nursing and the wider realm of crisis intervention.   
Specific Purpose 
 The purpose of this study was to examine clinicians' attitudes about the efficacy of 
single-session Critical Incident Stress Debriefing (CISD) versus multiple-session Critical 
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Incident Stress Management (CISM), clinicians' perception of the sufficiency of the training they 
had in performing the interventions and whether either demographics (age, gender, clinical 
credentials) and/or experience level related to the clinicians' perceptions. This study validates the 
importance of attitudes of clinician's performing the CISM interventions. The place of attitudes 
in research was explored and our findings included discussion of the definition of attitudes 
(Aiken, 1980; Allport, 1935), and why attitudes were necessary to consider (Fishbein & Ajzen, 
1975; Green, 1954). Additionally, the relatively permanent status of attitudes was discussed 
(Anderson, 1981).  That attitudes have weight and influence on both performance and decisions 
was the rationale for our attention to clinician's attitudes about their experience with the various 
CISM interventions.  
 This study assessed efficacy from the experienced clinicians' viewpoint. There is 
equivocal evidence in the associated literature that the single-session CISD variant may be less 
beneficial and perhaps harmful (Devilly & Annab, 2008; Macnab, Russell, Lowe, & Gagnon, 
1999;  Macnab, Sun & Lowe, 2003; Mayou, Ehlers & Hobbs, 2000 and Sijbranij, Olff, Reitsma, 
Carlier IV & Gersons, 2006).  This study explored clinicians' attitudes towards one particular 
approach for crisis intervention that has become increasingly popular over the last twenty-five 
years: Critical Incident Stress Management (CISM), a series of crisis interventions, versus 
single-session Critical Incident Stress Debriefing (CISD), both developed by Mitchell (1983). 
This study explored clinicians' attitudes towards the effectiveness of the "one time" versus 
multiple-session variant of the intervention and explored perceptions of training sufficiency and 
how these factors related to the demographics of the clinicians. The research hypothesis was that 
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experienced clinicians would perceive the single-session CISD intervention as less effective. The 
goals of the study were to reveal perceptions of efficacy of the single-session CISD intervention 
by those who administer the intervention and to add to the dialogue about the evidence for use of 
the intervention.  
Theoretical Framework 
 Kolcabas' mid-range theory of comfort (Kolcaba, 1994) provides a useful framework for 
understanding the significance of the issue of trauma debriefing and the decision to implement 
single-session CISD or another method of trauma debriefing. One of the author's adaptations of 
the theory to practice involves provision of comfort related to institutional integrity (Figure 1) 
(Kolcaba, 1997), which is relevant to the prospect of nurses providing comfort in the format of a 
trauma debriefing, within an institutional context.   
 Kolcaba lists aspects of the comfort theory related to institutional integrity (Kolcaba, 
 1997, p.34): 
Propositions in Adapted Theory of Comfort 
1. Nurses identify patients' comfort needs that have not been met by existing support 
systems. 
2. Nurses design interventions to address those needs. 
3. Intervening variables are taken into account in designing the interventions and 
determining if they have probability for success. 
4. If the intervention is effective, and delivered in a caring manner, the immediate 
outcome of enhanced comfort is attained and the intervention can be called a comfort 
measure.  
5. Patients and nurses agree upon desirable and realistic health-seeking behaviors. 
6. If enhanced comfort is achieved, patients are strengthened to engage in health-seeking 
behaviors, which further enhance comfort. 
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7. When patients engage in health-seeking behaviors as a result of being strengthened by 
comfort care, nurses and patients are more satisfied with health care and demonstrate 
better health-related (diagnosis-specific) outcomes. 
8. A professional working environment produces better patient and institutional 
outcomes. 
9. When patients and nurses are satisfied with health care in a specific institution, public 
acknowledgement about the institutions' contributions to health in the United States will 
contribute to institutions remaining viable and flourishing.  
 
 These propositions are relevant to the framework in which nurses would typically provide 
crisis intervention services to individuals. It would be unlikely that nurses would themselves 
administer formal crisis intervention services as independent agents; rather, they would normally 
do so acting as an agent of a hospital, government or charitable agency, such as the American 
Red Cross. In this model, the health care needs include the need for comfort, that is, the need for 
crisis stabilization. The nurse assesses the intervening variables - aspects of the situation - and 
applies interventions accordingly, including crisis stabilization techniques. This model in a 
broader sense can apply to anyone who administers the crisis stabilization intervention, single-
session CISD or another method. The efficacy of the interventions provided will ultimately lead 
to both greater comfort experienced by the patient (the individual experiencing the crisis event) 
and as the model outlines, increased contribution to the health of individuals by the institution 
and resulting enhanced viability of the institution. The Kolcaba model of comfort is a fitting 
structure in which to view the goal of crisis resolution for all participants involved: the individual 
experiencing crisis, the provider of assistance or comfort and the agency or governing body 
arranging for the intervention.  
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Assumptions 
 The sole unstated assumption that should be made evident for the purpose of this project 
is that the crisis event for which the single-session CISD or other intervention is intended has 
been experienced by more than one individual. While single individuals certainly experience 
traumatic events, it would be exceptional for a formal intervention – single-session CISD or 
another method - to be assembled for a personal trauma.  Such events are typically explored and 
stabilized in the context of individual therapy or counseling.  
Research Questions  
1. What are clinicians' attitudes about CISM and CISD?   
2. What demographic and experiential factors (performed CISM interventions, CISM training or 
supervisions annually, total years of clinical experience, total years of experience performing 
CISM intervention) predict attitude toward single-session CISD? 
3. Is there a statistically significant difference in attitude toward single-session CISD based on 
gender and job type/clinician credentials? 
 The research hypothesis was that experienced clinicians would perceive the single-
session CISD intervention as less effective than the multiple-session CISM intervention. This 
was the first study the researcher is aware of that assesses the efficacy of the interventions from 
the perspective of the clinicians actually administering the interventions. The goals of the 
proposed study are to reveal perceptions of efficacy of the CISM/CISD interventions by those 
who administer the interventions and to add to the dialogue about the evidence for use of the 
interventions.  
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Definition of Key Terms 
Critical Incident Stress Debriefing (CISD) refers to the single-session group crisis debriefing 
phase developed by Mitchell (1983) and included in the Critical Incident Stress Management 
(CISM) process. The CISD or "de-briefing" is one part of the more comprehensive Critical 
Incident Stress Management (CISM) program. 
Critical Incident Stress Management (CISM) refers to the larger aggregation of crisis 
intervention techniques also developed by Mitchell (1983). It includes a spectrum of supportive 
interventions: longer term supportive counseling, family interventions and follow-up and referral 
for on-going treatment when indicated over the period of recovery of an individual. The 
comprehensive CISM process was intended to occur over a period of weeks or months.   
Symptoms of Stress refers to symptoms associated with Post-Traumatic Stress Disorder 
according to the DSM-IV (American Psychiatric Association, 1994): recurrent and intrusive 
distressing recollections of the event, recurrent distressing dreams of the event, a sense of 
reliving the traumatic event, distress at exposure to cues that resemble an aspect of the event, 
efforts to avoid thoughts or feelings related to the traumatic event, inability to recall an important 
aspect of the event, diminished interest in significant activities, a feeling of detachment or 
estrangement from others, a restricted range of affect, a sense of a foreshortened future, difficulty 
falling or staying asleep, irritability or outbursts of anger, difficulty concentrating, hyper-
vigilance, exaggerated startle response, anxiety, impaired functional ability and decreased 
appetite, among other symptoms.   
Vicarious Trauma refers to trauma that affects an individual who witnesses anothers' trauma.  
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Preliminary Instrument Development 
 This study utilized a modification of an original instrument, the "Critical Incident Stress 
Management Attitude Survey, Version 1" (Smith) for data collection. The instrument assessed 
clinicians in mental health practice in regard to their attitudes about the efficacy of performing 
variants of CISM techniques. The objective of the instrument was to ascertain if there was a 
consensus as to the efficacy of particular CISM variants. The original survey was designed using 
Rasch measurement techniques (Rasch, 1980) and confirmatory factor analysis to develop and 
provide initial validation of the instrument via a pilot.    
 The piloted instrument contained 18 items constructed to describe particular aspects of 
clinicians' attitudes toward implementing CISM interventions. The items asked respondents to 
indicate how they felt when they performed CISM interventions in the past. The scales initially 
identified for measurement were: Training and Efficacy, Single-Session (CISD) Efficacy and 
Multiple-Session (CISM) Efficacy. Each scale was comprised of six response items. The 
response format utilized a 5-point Likert scale. Clinicians in the survey pilot were asked to 
indicate their response to the item on a 5-point scale, ranging from Strongly Disagree to Strongly 
Agree.    
 Initial content validity of the survey items was supported through a comprehensive 
literature review and content expert panel composed of 9 graduate students. Reviewers were 
provided with the name and definition of each scale addressed in the survey and asked to review 
each item in respect to the scale within the context of their professional attitude. The exploratory 
factor analysis method using principal component analysis was used to verify construct validity 
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of the instrument. The items defining each scale were listed and examined to determine if the 
identified items clustered together shared common conceptual meaning in respect to the item 
content: three constructs were empirically identified. An initial pilot of the instrument (n=25) 
suggested the data derived from the pilot were reliable: Cronbach’s alpha internal consistency 
reliabilities of the data from the identified scales were as follows: Multiple-Session Efficacy, .81; 
Training and Efficacy, .74; and Single-Session Efficacy, .76. In the interest of brevity and clarity 
the survey was modified for the purpose of the current project to contain a total of nine 
questions.  Additionally, the Likert scale was modified to 7-points, to provide a broader range of 
response for more meaningful statistical analysis. Demographic information was expanded to 
allow the survey to explore other aspects of the respondents' background as it might relate to 
their attitude towards performing CISM and CISD. A pilot of the modified, abbreviated survey 
(n=54) suggested the data derived from the pilot were reliable: Cronbach’s alpha internal 
consistency reliabilities of the data from the identified scales were as follows: Multiple-Session 
Efficacy, .91; Training and Efficacy, .82; and Single-Session Efficacy, .72 (Table 1). The survey 
was re-titled: "Critical Incident Stress Management Attitude Survey, Version 2" (Appendix A).  
Summary 
 This chapter provided the foundation for further exploration of the efficacy of single- 
session CISD, an intervention which is now the most popular single intervention provided to 
groups of individuals who have experienced trauma. Ample research literature is evident from 
which to derive best practice methods for institutions inclined to assist their employees or 
affiliates in dealing with the impact of trauma. It is likely that individuals benefit from some 
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form of assistance in resolving their exposure to trauma and an evidence-based approach assures 
that maximum benefit and minimal harm will occur to individuals in the context of crisis 
intervention.   
Chapter Summary 
 This chapter introduced the phenomenon of trauma debriefing and the background of 
single-session CISD as an intervention. Alternative intervention models were explored, the 
single-session CISD intervention was outlined and its significance to society and affected 
individuals was discussed. The specific purpose of this project was stated, a theoretical 
framework relating the project to nursing was presented, assumptions that were utilized were 
outlined and the research questions were stated. Key terms were defined, the data-collection 
instrument was discussed and the chapter concluded with a summary. 
 
 
 
 
 
 
 
Chapter Two 
Literature Review 
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 This chapter will explain the purpose of the literature review and explore the empirical 
literature on CISM with a particular focus on single-session CISD. Supportive findings in the 
literature will be assessed, followed by findings that are equivocal and findings that are non-
supportive. The theoretical literature will be explored in relation to single-session CISD. The 
literature review in aggregate will be summarized and a conclusion discussed.  
 The apparent comprehensive structure of CISM suggests that it might serve the complex 
needs of individuals who have just experienced trauma. Orner (1997) discussed a somewhat 
obvious observation - that there are many more individuals that experience symptoms of a post-
traumatic stress syndrome than those who may progress to a clear diagnosis of post-traumatic 
stress disorder. The intent of any intervention after a crisis should be to minimize an individual's 
potential to worsen pathologically and to restore an individual to their previous level of function, 
whenever possible. CISM, according to Irving and Long (2001), was designed for “the interface 
between what might be described as normal stress reactions and post-traumatic stress disorder” 
(p. 308). The intent of CISM would ideally be to provide benefit and restoration or, at least, to be 
harmless and benign. The research evidence is less clear. It was the purpose of this literature 
review to summarize the body of evidence available to determine if the use of CISD, in its 
single-session format, was supported by the evidence or if that support was tenuous. 
Additionally, this review included discussion of the theoretical literature supporting Kolcaba's 
mid-range Theory of Comfort (Kolcaba, 1994). 
Review of the CISD Empirical Literature: Supportive Findings 
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 Many articles exist that argue the benefits of single-session CISD and additionally, many 
qualitative studies report the individuals' sense of benefit (Battles, 2007; Blaney, 2009; Chemtob, 
Tomas, Law & Cremniter, 1997; Jones & Majied, 2009, Sacks, Clements & Fay-Hillier, 2001). 
This body of literature, while important, does not address the core issue of the inherent worth of 
single-session CISD. In fact, there is clear controversy in the discourse on the topic of the benefit 
of single-session CISD and this becomes quickly apparent as one reviews the current literature.   
 A large body of questionnaire-based studies supporting single-session CISD was 
available in the literature. A descriptive study by Burns and Harm (1993) explored the perception 
of debriefing in 682 emergency nurses. The purpose of the study was both to determine the type 
of event perceived as critical and to determine the usefulness of single-session CISD for 
emergency nurses. Respondents rated the death of a child and the death of a co-worker as their 
most stressful “critical incidents.”  The authors reported that among the 32% of (n=682) 
respondents who had experienced a CISD intervention, 88% of the nurses found debriefings 
helpful in reducing stress related to their workplace. A small descriptive study involved 10 police 
officers acting in the capacity of rescue workers following major accidents (Smith & de 
Chesnay, 1994). Study subjects who had formerly sustained multiple injuries were given a semi-
structured interview utilizing single-session CISD. All but one subject reported the single-session 
CISD intervention as “providing relief.” The researchers stated that the data derived “provided 
strong evidence that CISD is a valuable technique for rescue workers…" (p.190). Another study 
of emergency personnel (Neely & Spitzer, 1997) with a much larger sample of 1,514 debriefed 
individuals reported that 411 of the agencies that requested the debriefings “felt that the 
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debriefing had a beneficial effect on its personnel” (p.47).  Emergency Medical Technicians 
(EMT’s) were studied in Los Angeles after the 1992 Los Angeles Civil Disturbance (Wee, Mills, 
& Koehler, 1999) using the Frederick Reaction Index – Adult or “FRI-A” index (Foa, E., Riggs, 
D., Dancu, D. & Rothbaum, B. (1993) to measure the presence of symptoms characteristic of 
posttraumatic stress disorder. This index contains 14 items that screen for PTSD according to 
criteria found in the Diagnostic and Statistical Manual of Mental Disorders-III-Revised 
(American Psychiatric Association, 1987) and to assess severity of those criteria. EMT’s who 
had the opportunity to participate in a single-session CISD (n=42) following the incident 
reported fewer stress-related symptoms and scored lower, with statistical significance, on the 
single study measure of FRI-A than those not participating in a single-session CISD (n=23).   
 Two studies were located that explored the effects of single-session CISD on individuals 
who were victims of robbery. One, involving the impact of bank robbery (Miller-Burke, 
Attridge, & Fass, 1999) reported that single-session CISD intervention was rated as “helpful” by 
78% of employees who attended. The study utilized a retrospective self-report methodology: 
mailed surveys were used with 141 employees of 42 different bank branches that had recently 
been robbed.  The second study (Campfield & Hills, 2001) assessed PTSD symptoms in seventy-
seven employees who were victims of robbery.  These victims were randomly assigned to either 
an immediate (<10 hour) or delayed (>48 hour) debriefing group, using the Mitchell (1983) 
CISD intervention.  Scores on the Posttraumatic Stress Diagnostic Scale (PDS) developed by 
Foa, Cashman, Jaycox, and Perry (1997) were obtained at four time intervals: debriefing, 2 and 4 
days post-debriefing and 2 weeks post-robbery. The number and severity of symptoms did not 
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differ at the time of the debriefing, but were lower for the immediate than for the delayed group 
at each subsequent time interval.  The number and severity of symptoms declined across time 
intervals, and while this reduction was pronounced for the immediate group it was minimal for 
the delayed group. The results suggested use of immediate debriefing with this type of incident 
as showing improved benefits for the victim.    
 Robinson (2004) argued that the evidence-based literature of randomized controlled trials 
and systematic reviews ignored the richness of the qualitative literature that supports the benefits 
of single-session CISD.  This sentiment was echoed in numerous articles (Antai-Otong 2001; 
Deahl, Srinivasan, Jones, Neblett & Jolly, 2001; Neely & Spitzer, 1997; Sacks et al., 2001 and 
Volkman, 2007) stating essentially that despite lack of quantifiable support for single-session 
CISD it was prudent to continue its use due to its likely utility and benefit in crisis intervention. 
While there may be anecdotal evidence for the efficacy of single-session CISD, it was beyond 
the scope of this literature review to explore such areas in the absence of empirical data.  
Equivocal Findings    
 Quite a few studies were located that reported mixed results regarding the efficacy of 
single-session CISD. One study (Armstrong et al., 1991) modified the single-session CISD 
approach into a model that offered repeated counseling sessions - which began to resemble a 
multi-faceted treatment approach more like CISM than CISD. The authors referred to this new 
approach as the “Multiple Stressor Debriefing Model” or “MSDM”. They found that it was 
necessary to modify the Mitchell intervention (Mitchell, 1990) to a format that fit the broad 
spectrum of needs and stresses experienced by Red Cross disaster personnel (n=168) during the 
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1989 San Francisco earthquake. They cited the Mitchell intervention as inadequate for the 
diverse needs of the group they studied.  
  Richards (2001) noted the superior outcome of post-disaster briefings offered in multiple 
sessions, that is, an integrated CISM format. Richards utilized a field trial of two interventions, 
one that involved a “stand-alone” CISD intervention and a second intervention that utilized a 
structured “package of care” similar to CISM. This pragmatic comparative field trial, which was 
designed to support and ameliorate symptoms of posttraumatic stress after armed robbery, 
demonstrated that superior outcomes could be achieved with the structured “package of care” or 
intervention more similar to CISM. Richards, however, was clear in stating that he expected the 
“stand alone” single-session CISD intervention to also be helpful in some circumstances.  
 One qualitative study, (n=9) involved the effects of suicidal behavior on a psychiatric 
unit's nursing team (Joyce & Wallbridge, 2003). The study utilized interviews with affected staff 
over a four month time period after exposure to trauma on the psychiatric unit. The interview 
responses were content analyzed by the authors and examined for emerging patterns or themes.  
The researchers found considerable individual variation in reactions to the incidents. Among 
their conclusions, the authors reported some benefit to the staff by the process of talking about 
what they had experienced. However, the authors reported that no formally trained CISM staff 
did the debriefing and it was not clear what type of “debriefing” occurred. Additionally, the 
authors acknowledged that there was “inconsistent empirical support” for single-session CISD 
and remarked that “even if such programs were to shut down, the demands of consumers, 
whether staff or management, would force a reactivation of an urgent staff support service 
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shortly after the next critical incident” (p.23). Despite this, the authors noted that they remained 
“convinced that organized programs within health institutions that provide short-term and urgent 
debriefing…for staff members involved with critical incidents in the workplace are appropriate” 
(p.23). The authors emphasized that such programs be conservative, that the training of the 
persons administering the intervention be sophisticated and that the level of collaboration with 
other support services be extensive.   
 Another large study of a platoon with 952 soldiers referred to as “peacekeepers” (Adler et 
al., 2008) utilized a group randomized trial in which single-session CISD was compared with a 
stress management class (SMC) and a survey only (SO) condition. Multilevel growth curve 
modeling found that single-session CISD did not differentially hasten recovery compared to the 
other two conditions. For those soldiers reporting the highest degree of exposure to mission 
stressors, single-session CISD was minimally associated with lower reports of posttraumatic 
stress and aggression (vs. SMC), higher perceived organizational support (vs. SO), yet more 
alcohol problems than SMC and SO. Soldiers reported that they liked single-session CISD more 
than their expectation of a SMC, and the authors remarked that “their impression was that CISD 
did not cause undue distress” (p.261).  Positive outcomes from the study were, however, weakly 
substantiated. Single-session CISD was only minimally associated with lower verbal reports of 
PTSD symptoms. One finding from this study was that soldiers who received the single-session 
CISD intervention perceived a higher level of organizational support versus the SO group. This 
may have suggested to soldiers that they were beneficiaries of greater support, a factor perhaps 
mitigating a stress reaction. 
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 CISD as a one-time intervention was found to be no more effective than a brief psycho-
educational intervention in another controlled study (Humphries & Carr, 2001), which intended 
to evaluate the immediate impact of single-session CISD on  individuals who had recently 
experienced a stressful event. A stated limitation of this study was its small sample size (n=24). 
Posttraumatic symptoms were evaluated before single-session CISD and again 6 weeks later and 
were compared to those of 10 controls and 14 subjects who had received the brief psycho-
educational intervention. Compared with controls, significant effects for the single-session CISD 
intervention and a brief psycho-educational intervention were observed. Although the authors 
concluded that single-session CISD was no more effective than the psycho-educational 
intervention, they also noted that single-session CISD did not appear to increase PTSD 
symptoms.  
 In 2001, Deahl and colleagues pointed out that the common use of a PTSD scale in 
assessing trauma was not appropriate as many individuals did not have clear PTSD symptoms 
but rather a cluster of stress-related symptoms. The researchers suggested improved measures of 
stress distinct from PTSD measurement tools and stated this would help to address areas of 
strength and deficits in studies of future intervention.  
Non-Supportive Findings 
There was evidence in the literature that did not support the effectiveness of single- 
session CISD. This literature review identified a wide variety of journal article authors; a number 
of high-quality, randomized controlled trials; several excellent meta-analyses; and several 
completed systematic reviews of randomized controlled trials, none of which supported single-
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session CISD. Many of the randomized controlled trials involved populations admitted to a 
hospital following trauma (Bisson, Jenkins, Alexander, & Bannister, 1997; Bordow & Porritt, 
1979; Hobbs, Mayou, Harrison, & Worlock, 1996; Lee, Slade, & Lygo, 1996; Stevens, Hobbs, & 
Adshead, 1997) while some studied populations of emergency workers (Carlier, Voerman & 
Gersons, 2000; Harris et al., 2002; Kenardy, Webster, Lewin, Carr, Hazell & Carter, 1996;  
Macnab et al., 1999; Macnab et al., 2003) and a few involved soldiers in the context of battle. 
One randomized controlled trial (Rose, Brewin, Andrews & Kirk, 1999) assessed psychological 
debriefing for victims of violent crime.  
  Several literature reviews (Bledsoe, 2002; Bledsoe, 2003; Deahl et al., 2000; Gist & 
Devilly 2002) were located, which concluded that the single-session CISD approach was not 
effective or was marginally effective. Other literature reviews (Litz, Gray, & Bryant, 2002; Rick, 
Perryman, Young, Guppy, & Hillage, 1998; Rose, S., 1997) noted the limited empirical evidence 
for the efficacy of single-session CISD. Some of these reviews even suggested that the 
debriefing may pose harm. Bledsoe (2003) concluded that "overall, these studies show that, at 
best, CISD has no effect on preventing psychiatric sequelae following a traumatic event, 
particularly posttraumatic stress disorder. Furthermore, several studies reported possible 
paradoxical worsening of stress-related symptoms in patients and personnel receiving CISD" 
(p.276). Rose and colleagues (1999) concluded that "No evidence was found to support the 
efficacy of brief one-session interventions for preventing post-traumatic symptoms in individual 
victims of violent crime" (p.797).   
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 One author (Robinson, 2004) made the point that any negative outcomes from studies 
based in the community should not be compared with efficacy of debriefing in the workplace. 
These were argued to be distinct settings with different attributes. This assertion was not 
supported with any empirical data. 
One article of opinion (Devilly & Cotton, 2004) stated that CISM and CISD have not 
been made logically distinct from one another and "we do not advise that a series of weekend 
workshops is a sufficient grounding in mental health to adequately provide services to those 
affected by more severe presentations (e.g., depressive disorders and posttraumatic stress 
reactions)" (p.39). Their extensive and negative critique of the single-session CISD model of 
debriefing was carefully presented. They cited specifically the financial gain made by the 
International Critical Incident Stress Foundation (ICISF) and its leaders. They cited that "the 
ICISF has increased sales every year from 1997 to 2001 as declared in their income tax form.  In 
2001, the declared total revenue of the ICISF was over US $1.88 million, of which both Mitchell 
and Everly were paid US $122,600 each (as president and CEO Emeritus, respectively)" (p.38). 
The authors stated "We have no problem with people making money and charging for services, 
but we do have problems when that very same service may be harmful" (p.39). The authors also 
suggested that CISM providers were intimidating organizations into the use of CISM and posited 
that organizations may adopt CISM - and more commonly – single-session CISD approaches to 
avoid possible litigation. They indicated an industry standard may now be developing for this 
reason, despite lack of robust evidence of any positive outcome.   
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 Another article reviewing the prominent literature on CISM (Bledsoe, 2003) commented 
that several studies have shown worsening of PTSD symptoms in individuals who received 
CISM, including single-session CISD. The author accessed several pertinent databases and 
searched for scientific articles pertaining to CISM. They were subsequently analyzed for 
methodology and pertinence to the study topic. The author found that numerous studies lacked 
adequate methodology for use in an evidence-based approach to crisis intervention. Other studies 
were from trade magazines, non-refereed journals and obscure mental health journals. Several 
meta-analyses and randomized, controlled trials were found.  Overall, the author found that those 
studies indicated that single-session CISD had no effect on preventing psychiatric consequences, 
including posttraumatic stress disorder following a traumatic event. Bledsoe concluded that 
"despite the limitations of the existing literature base, several meta-analyses and randomized, 
controlled trials found CISD to be ineffective in preventing PTSD. Several studies found 
possible iatrogenic worsening of stress-related symptoms in persons who received CISD. 
Because of this, CISD should be curtailed or utilized only with extreme caution in emergency 
services until additional high-quality studies can verify its effectiveness and provide mechanisms 
to limit paradoxical outcomes. It should never be a mandatory intervention" (2003, p. 289). 
  Other researchers echoed Bledsoe and called for additional randomized controlled trials 
to verify the benefit of single-session CISD. One such study (Macnab et al., 1999) was intended 
to evaluate the long-term effects of an air ambulance crash with five fatalities. Single-session 
CISD was provided for involved paramedics, physicians and nurses (n=21) according to the 
Mitchell model of intervention. Six months following the incident, empirically designed 
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questionnaires were mailed to all transport paramedics and directly involved medical staff, and a 
random sample of both nurses from the dispatch/receiving institution and paramedics from 
around the province. Twenty-four months post-incident, all members of the transport paramedics 
completed the Impact of Events Scale or "IES" (Horowitz, Wilner & Alvarez, 1979) and the 
questionnaires designed for the study. There were no differences found between groups on any 
scores, except for disturbed sleep patterns, bad dreams, and the need for personal counseling 
being greater among transport paramedics on day one. There was no correlation between how 
well the deceased individuals were known, the amount of debriefing, or symptom severity. The 
authors concluded "CISD did not appear to affect the severity of stress symptoms, where having 
pre-existing stress management strategies may have. These findings give justification for 
proceeding to a randomized, controlled trial of different levels of critical incident stress 
intervention" (Macnab et al., 1999, p.11). 
 One randomized, controlled trial (Rose et al., 1999) found no evidence to support the use 
of single-session CISD in individuals who had experienced violent crime. The authors tested the 
efficacy of two brief interventions, education and psychological debriefing, designed to prevent 
adverse psychological reactions to criminal victimization. In their study, individuals who had 
been the victims of a violent crime within the past month were invited to take part in a study of 
their attitudes related to crime and punishment. Of those contacted (n=157) were eligible to 
participate and were randomly assigned either to an education group, a psychological debriefing 
plus education group or to an assessment only group. The education group involved providing 
information about normal post-traumatic reactions. Debriefing was consistent with the Mitchell 
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(1983) intervention and involved in-depth probing about events, thoughts and feelings 
experienced during the crime. Subjects were followed up at random at either 6 or 9 months post-
intervention. Outcomes in this study were assessed using multiple tools: DSM-III-R assessment 
for diagnosis of PTSD (American Psychiatric Association, 1987), the Post-traumatic Symptom 
Scale or "PSS" (Foa et al., 1993), the Impact of Events Scale or "IES" (Horowitz, 1979) and the 
Beck Depression Inventory (Beck, Ward, Mendelson, Mock & Erbaugh, 1961). All groups 
improved over time but there were no between-group differences.  The authors concluded that 
there was no evidence to support the efficacy of brief one-session interventions for preventing 
post-traumatic symptoms in individual victims of violent crime.   
 Another randomized, controlled trial (Macnab et al., 2003) was conducted using three 
levels of critical incident stress intervention - one level included no intervention at all - with the 
finding that scores between the three groups (n=23) did not show a significant difference. The 
methodology used three levels of critical stress intervention and was conducted in an ambulance 
service in British Columbia, Canada, among paramedics and emergency medical technicians 
(EMT’S) who reported critical incident stress. Outcomes were measured at one week post trauma 
using the Stanford Acute Stress Reaction Questionnaire or "SASRQ" (Cardena, Classen, 
Koopman & Spiegel, 1996) and Schedule of Recent Events or "SRE" (Holmes & Rahe, 1967) 
and again at three months and six months following the intervention. The authors found no 
correlation between severity of the incident and scores on assessment instruments used or 
between any of the scores. There was no consistent pattern in the stress scores over time. 
Additionally, the authors noted that based on study participants' uncommon requests for critical 
Running Head: CRITICAL INCIDENT STRESS MANAGEMENT 
 
25 
 
incident stress intervention the need for intervention was not as great as generally assumed. They 
noted that there was little evidence that any form of psychological debriefing was effective and 
suggested that further randomized trials - ideally multicenter studies - were indicated.     
Mayou and colleagues (2000) conducted a randomized controlled trial that evaluated a 
three year outcome of debriefing for consecutive subjects (n=176) admitted to the hospital 
following a road traffic accident. Patients were assessed in the hospital using the Impact of 
Events Scale or "IES" (Horowitz, 1979), the Brief Symptom Inventory or "BSI" (Derogatis, 
1992) and a questionnaire designed for the study. Patients were reassessed at three months and 
three years. The intervention was psychological debriefing utilizing the single-session CISD 
method (Mitchell, 1983). The authors found that the intervention group had a significantly worse 
outcome at three years in terms of general psychiatric symptoms as measured by the BSI, 
including travel anxiety when being a passenger, pain, physical problems, and increased over-all 
level of functioning and financial problems. Patients who initially had high intrusion and 
avoidance symptoms as measured by the IES remained symptomatic if they had received the 
intervention, but recovered if they did not receive the intervention. The authors concluded that 
“psychological debriefing is ineffective and has adverse long-term effects. It is not an 
appropriate treatment for trauma victims” (p.592).   
Sijbranij and colleagues (2006) studied the effects of single-session CISD and 
educational debriefing versus no debriefing on symptoms of PTSD, anxiety and depression. The 
authors randomized adult survivors (N=236) of a recent traumatic event to either CISD, 
educational debriefing or no debriefing (control) and followed up at 2 weeks, 6 weeks and 6 
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months. The authors found that psychiatric symptoms decreased in all three groups over time, 
without significant differences between the groups in symptoms of PTSD. The authors 
concluded that their study did not provide evidence for the usefulness of single-session CISD in 
reducing symptoms of PTSD, anxiety and depression after psychological trauma - in fact, some 
participants of debriefing had more symptoms of PTSD at six weeks after trauma exposure than 
control participants. This effect was not evident at the six month time interval. 
 Devilly and Annab (2008) found no significant difference in outcomes between 
debriefed and non-debriefed individuals in a randomized controlled trial. The study utilized 
student participants (N=64) who were shown a stressful video of paramedics attending to injured 
and dead victims of a traffic accident. Half of the participants were provided single-session CISD 
(Mitchell, 1983) and half were provided with refreshments and allowed to talk amongst 
themselves. A follow-up meeting was held one month later and it was found that while the video 
was rated as distressing, there were no significant differences between the debriefed and non-
debriefed groups on measures of affective distress and trauma symptoms using the “FRI-A” (Foa 
et al., 1993) and “PDS” (Foa et al., 1997) measures. A stated limitation of the study was the use 
of a video, which may not have simulated an actual traumatic experience.    
Another large study (Harris et al., 2002) assessed the efficacy of a single-session CISD 
(Mitchell, 1983) intervention in 660 firefighters who had previously experienced a stressful 
incident during their work. The researchers found no relationship between onset of PTSD 
symptoms and having received the debriefing and no evidence of a significant direct contribution 
of debriefing to coping skills or traumatic stress reactions. They suggested that the model of 
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debriefing trauma-exposed individuals would be better replaced with more institutional scrutiny 
of individuals that are hired - to be certain they are able to be resilient and have a tendency to 
rebound quickly from stress.   
  A randomized, controlled trial of debriefing after childbirth (Priest, Henderson, Evans, 
& Hagan, 2003) found that debriefing was not effective in reducing subsequent stress, although 
the authors did point out that it seemed to have no adverse effects. An early randomized, 
controlled trial involving rescue workers in Australia (Kenardy et al., 1996) found no difference 
in the rate of recovery from trauma in distinct groups of debriefed and non-debriefed individuals. 
These findings in aggregate lend support to the idea that CISM, utilized as single-session 
debriefing, may not be an effective intervention.  
Traumatized police officers (N=86) were the subject of another study (Carlier et al., 
2000) that found that high levels of satisfaction with the debriefing process did not translate into 
actual improved outcomes in individuals. This phenomenon has been noted before (Rose et al., 
1999) and some authors and researchers have suggested that the provision of the single-session 
CISD intervention itself brings individuals the feeling that they are cared about by their 
organization. This study, however, found no differences in psychological morbidity between 
single-session CISD intervention and non-intervention groups at pre-test, twenty-four hours post-
trauma or six months post-trauma. Additionally, the researchers noted that at “one-week post-
trauma, debriefed subjects exhibited significantly more post-traumatic stress disorder 
symptomatology than non-debriefed subjects” (p.96). 
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Another early randomized, controlled trial involving emergency medical workers 
(Warren, 1996)  investigated the relationship between experienced trauma and reported levels of 
stress and PTSD symptoms also found no support for the hypothesis that single-session CISD 
(Mitchell, 1983)  would reduce levels of stress. The study involved emergency medical service 
personnel, some of whom had worked on-site when 104 vehicles collided in a dust storm in 
California.  Eighty emergency medical service personnel, some of whom had worked on-scene, 
were assigned to three groups: those who had worked on-scene and participated in the single-
session CISD and those who had worked on-scene but did not participate. A third group included 
emergency medical workers who had not worked on-scene nor participated in the single-session 
CISD intervention. All participants completed questionnaires and symptoms were assessed using 
the "FRI-A" (Foa et al., 1993). Results did not support the hypothesis that single-session CISD 
would reduce levels of distress and posttraumatic stress disorder symptoms - there were no 
significant differences noted among the three groups of emergency medical service workers. 
The review of the body of literature arguing against the single-session CISD intervention 
(Mitchell, 1983) included a meta-analysis (van Emmerik, Kamphuis, Hulsbosch, & Emmelkamp, 
2002) suggesting that the single-session CISD intervention “did not improve symptoms” in the 
seven studies included in the meta-analysis. This was based on symptoms that had been assessed 
with widely accepted clinical outcome measures and data from psychological assessments that 
had been done before (pre-test data) and after (post-test data) interventions. The analysis 
revealed that non-CISD interventions - and no intervention - actually improved symptoms more. 
The researchers utilized seven randomized, controlled trials after review of twenty-nine 
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randomized, controlled trials extant on the topic - many of which were omitted by the 
researcher’s careful exclusion criteria. The authors submitted a theory regarding the lack of 
efficacy of single-session CISD: they suggested that single-session CISD might actually interfere 
with a natural process of trauma resolution in which an individual alternates between intrusion 
and avoidance in the natural processing of a traumatic event. Another finding of that study was 
that single-session CISD - perhaps inadvertently - suggested to individuals that they may need 
additional professional help and that their reactions may be maladaptive. The authors suggested 
that single-session CISD may not allow victims adequate time for habituation - the normalization 
process. This may have led to further sensitization of the individual to the stimuli of experienced 
trauma.  
One systematic review (Rose et al., 2002) was frequently cited in the discussion of 
efficacy of CISM and particularly, single-session CISD. The purpose of the review was 
specifically to assess the effectiveness of brief psychological debriefing for the management of 
psychological distress after trauma and the prevention of PTSD. The review was the third update 
of an analysis of single-session psychological debriefing first undertaken in 1997 (Rose, 1997).   
The author included fifteen randomized, controlled trials (RCT's) and all trials assessed single-
session CISD intervention (Mitchell, 1983). Fifteen trials fulfilled the author's inclusion criteria 
and there was variability in the methodology of the trials used. Data from six trials could not be 
included. The focus of the RCT's was on persons who had recent exposure to a traumatic event, 
(defined as within the prior month) and who had also received a single-session CISD 
intervention, measured against control groups who had not received the intervention. The 
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principal continuous measure used in all the included trials was the Impact of Events Scale (IES) 
(Horowitz, 1979). This is the most commonly used measure of the impact of trauma in current 
research work. The findings in aggregate were not supportive of the single-session CISD 
debriefing: there were no significant differences between groups on IES scores of PTSD versus 
control groups. There was also no significant IES scored difference in areas of depression, 
anxiety, reduced functioning or any psychiatric co-morbidity. This review noted that although 
the single-session CISD intervention had become commonplace and that its use had spread to a 
variety of sectors, empirical evidence for its use was lacking. The authors suggested that our 
culture and our shared level of stress has progressed to a time when everybody continues to 
require some informal “debriefing” and that this is best provided in the context of family and 
social supports. The authors concluded,  
“At present the routine use of single-session individual debriefing in the aftermath of 
individual trauma cannot be recommended in either military or civilian life. The practice 
of compulsory debriefing should cease pending further evidence. Even if further large 
scale trials do reveal a positive effect of debriefing that has not been detected in the trials 
to date, the evidence reviewed…suggest the likely treatment effect will be small" (p.10).      
The review also noted that several of the long-term studies included (Bisson et al., 1997; 
Hobbs et al., 1996) had reported adverse effects. Specifically, the results indicated that the 
negative effects of the intervention on patients with high initial IES scores were already present 
at 4 months post-intervention and this was maintained at later follow-up intervals. The 
researchers suggested that this indicated that those most at risk of developing PTSD and other 
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poor psychological outcomes were unlikely to be helped by a single debriefing session and that 
such an intervention might be harmful.  
Review of the Theoretical Literature 
 
  A review of the theoretical literature finds that Kolcabas' Mid-Range Theory of Comfort 
has been predominantly applied to various clinical settings within nursing. A journal article 
authored by Kolcaba and Wilson (2002) discussed the applicability of the theory to peri-
anesthesia nursing and a later article authored by Kolcaba and DiMarco (2005) outlined the 
application of the theory to pediatric nursing. These articles discussed the need to assess comfort 
as an outcome important to measuring effectiveness of specific comforting strategies on 
individuals in those clinical settings. An exploratory analysis of the comfort of oncologic patients 
in Italy using the "General Comfort Questionnaire" developed by Kolcaba (1994) was discussed 
in a journal article (Bortolusso, Boscolo & Zampieron, 2007) and was an early attempt at 
assessing comfort using Kolcaba's theory. Another instrument was developed based upon 
Kolcaba's theory that assessed comfort in inpatient psychiatric patients: the "Psychiatric In-
patients Comfort Scale" (Alves-Apostolo, Kolcaba, Cruz-Mendez & Calvario-Antunes, 2007).  
 This literature in aggregate provides the background for the journal article by March and 
McCormack (2009), which has particular relevance to the application of Kolcabas' theory to the 
process of CISM - typically provided by an institution such as a health-care system. The authors 
discussed applying Kolcabas' comfort theory with some modification to an institution-wide 
approach.  Their article cited a need to change the term "nursing interventions" in Kolcabas' 
theory to "comfort interventions" which are not discipline-specific. They stated that a change in 
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that terminology "broadens the potential application of this theory to any healthcare practitioner 
choosing to adopt this theoretical structure for practice" (p. 78).   
Summary of Literature Review 
 Researchers have identified some positive perceptions of the single-session CISD 
intervention that - while not explicitly supported in empirical outcome evidence - are important 
in understanding the wide success that the single-session CISD intervention has experienced in 
the last several decades. It has been mentioned repeatedly in articles and discussions that single-
session CISD “filled a need” for those persons who have experienced trauma and for the 
agencies that employ them. Some self-reports by individuals who have experienced the single-
session CISD intervention indicated that they felt it helped them move beyond the traumatic 
experience.  
  Supportive literature was identified, much of which involved surveys of individuals who 
had experienced trauma, including the descriptive study of emergency room nurses by Burns and 
Harm (1993), a smaller descriptive study by Smith and de Chesnay (1994) involving rescue 
workers, the study by Neely and Spitzer (1997) that also involved rescue workers and included a 
larger sample. The study involving EMT's following the 1992 Los Angeles Civil Disturbance 
(Wee et al., 1999) did show a statistically significant reduction in stress related symptoms 
following single-session debriefing. Another study utilized a retrospective, self-report 
methodology (Miller-Burke et al., 1999) that reported the single-session CISD intervention was 
rated as “helpful” by 78% of employees who attended.  
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 Robinson (2004) maintained that the evidence-based literature of randomized, controlled 
trials and systematic reviews ignored the richness of the qualitative literature supporting single-
session CISD - other authors agreed (Antai-Otong, 2001; Deahl et al., 2001; Neely & Spitzer, 
1997; Sacks et al., 2007).   
Agencies and organizations have noted that single-session CISD seemed to assist their 
staff (Battles, 2007; Blaney, 2009; Chemtob et al., 1997; Jones & Majied, 2009; Sacks et al., 
2001). This effect cannot be ignored. Although this effect does not necessarily support single-
session CISD or any particular intervention, the provision of some supportive contact after 
trauma sends a message of caring and concern, which, when absent, can be construed as a lack of 
support by the agency. This effect alone argues for some type of supportive intervention. Single-
session CISD may have achieved particular popularity among treatment interventions due to its 
economy and brevity as other models exist and none has attained the popularity of single-session 
CISD.   
There were a number of equivocal findings in our literature review. Armstrong and 
colleagues (1991) modified the single-session approach to a multifaceted approach and cited the 
single-session Mitchell intervention as inadequate. Richards (2001) noted the superior outcome 
of multiple-session debriefings. Joyce and Wallbridge (2003) acknowledged in their qualitative 
study "inconsistent empirical support" (p.23) for single-session CISD but stated that programs 
"for staff members involved with critical incidents in the workplace are appropriate" (p.23). 
Adler and colleagues (2008) found that single-session CISD was only minimally associated with 
lower verbal reports of PTSD symptoms although soldiers receiving CISD in their study reported 
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a higher perceived level of organizational support.  A study by Humphries and Carr (2001) 
concluded that single-session CISD was no more effective than an alternate, psycho-educational 
intervention, although both were appreciated by the individuals involved.   
A broad spectrum of literature was identified that was not supportive of single-session 
CISD. The researcher located other literature reviews (Bledsoe, 2002; Bledsoe, 2003; Deahl et 
al., 2000; Gist & Devilly 2002) that concluded that the single-session CISD approach was not 
effective or was marginally effective. Some literature reviews (Litz et al., 2002; Rick et al., 1998; 
Rose, S., 1997) noted limited empirical evidence for single-session CISD efficacy. Most 
significantly, there were many randomized, controlled trials that concluded that single-session 
CISD was marginally effective, not effective or even harmful. Macnab et al., (1999) concluded 
in results of their randomized, controlled trial that "CISD did not appear to affect the severity of 
stress symptoms..." (p.11).  A randomized, controlled trial by Rose and colleagues (1999) 
concluded that there was no evidence to support the efficacy of one-session interventions for 
preventing post-traumatic symptoms in victims of violent crime. Similar to findings by Rose and 
colleagues (1999), Carlier and colleagues (2000) found that high levels of satisfaction with the 
debriefing process did not translate into actual improved outcomes in individuals. Macnab et al., 
(2003) in another randomized, controlled trial, concluded that there was little evidence that any 
form of psychological debriefing was effective. Mayou and colleagues (2003) concluded from 
their randomized, controlled trial that “psychological debriefing is ineffective and has adverse 
long-term effects." (p.592). Sijbranij and colleagues (2006), in their randomized, controlled trial 
found that some participants of debriefing had more symptoms of PTSD at six weeks after 
Running Head: CRITICAL INCIDENT STRESS MANAGEMENT 
 
35 
 
trauma exposure than control participants. No significant difference in outcomes was found 
between debriefed and non-debriefed individuals in a randomized, controlled trial authored by 
Devilly & Annab (2008). Harris et al., (2002) found no relationship between onset of PTSD 
symptoms and having received the debriefing and no evidence of a significant direct contribution 
of debriefing to coping skills or traumatic stress reactions. The randomized, controlled trial of 
debriefing after childbirth authored by Priest, Henderson, Evans & Hagan (2003) found that 
debriefing was not effective in reducing subsequent stress. Another randomized, controlled trial 
(Kenardy et al., 1996) found no difference in the rate of recovery from trauma in distinct groups 
of debriefed and non-debriefed individuals. Warren (1996), in another randomized, controlled 
trial also found no support for the hypothesis that single-session CISD would reduce levels of 
stress.  
In addition to the significant amount of literature from the randomized, controlled trials 
we reviewed there was also a systematic review (Rose et al., 2002, p.10) which concluded “At 
present the routine use of single-session individual debriefing...cannot be recommended in either 
military or civilian life. The practice of compulsory debriefing should cease pending further 
evidence."  One meta-analysis (van Emmerik et al., 2002)  was also included in our review, 
which suggested that the single-session CISD intervention “did not improve symptoms” (p. 776) 
in the seven studies included in the meta-analysis. 
 
Conclusion of Literature Review 
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This literature review raised further questions as to why the single-session CISD 
intervention has not been shown in rigorous studies to be effective. Is there a need for a lengthier 
follow-up to trauma? Is the single-session intervention itself too short? Could the timing of the 
intervention be wrong? Some authors have suggested a “wait and see” approach to trauma 
recovery and a referral for assistance only if needed.   
The Agency for Health Care Policy and Research defines a classification system for 
levels of evidence pertaining to scientific trials. "Level 1" evidence, considered the "gold 
standard", refers to Randomized, Controlled Trials (RCT's). The literature reviewed yielded 
limited Level 1 evidence to support the efficacy of any rapidly initiated, early psychological 
intervention, including single-session CISD, following major disasters or incidents. Numerous 
literature reviews confirmed this finding (Bledsoe, 2002; Bledsoe, 2003; Deahl et al., 2000; Gist 
& Devilly, 2002; McFarlane, 2000).  
The purpose of this literature review was to assess the effectiveness of the single-session 
CISD intervention in providing support to those who have experienced trauma. The literature in 
aggregate provides equivocal support for this intervention, at best. There is more evidenced-
based, robust support in the literature suggesting that single-session CISD is an ineffective 
intervention. The literature indicates that continued evidence-based research is needed to identify 
which approaches to crisis intervention constitute best practice. 
 
 
 
Chapter Summary 
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This chapter explained the purpose of the literature review and explored the empirical 
literature on single-session CISD. Supportive findings in the literature were assessed, followed 
by findings that were equivocal and findings that were non-supportive. The theoretical literature 
was explored in relation to single-session CISD. The literature review in aggregate was 
summarized and a conclusion discussed. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chapter Three 
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Methods 
 This chapter will describe the study design, setting, sample, inclusion and exclusion 
criteria, instrument, institutional approval, data collection procedure, protection of human rights, 
treatment of data (including data management, data cleansing, and analysis). 
Design 
 This study used a descriptive, correlational, cross-sectional study design. After reading 
the information sheet pertaining to the study, participants were asked by the researcher, using a 
script during the survey process, to complete a short 15-item survey (Appendix A) regarding 
their attitudes about performing the CISM intervention in the past. Participants were then asked 
to complete 7 demographic questions. The response format utilized a 7-point Likert scale format. 
Clinicians were asked to indicate their agreement with the item on a 7-point agreement scale, 
ranging from Strongly Disagree to Strongly Agree.  
  Setting 
 The study was implemented in diverse private outpatient clinical practice locations 
throughout the state of Connecticut, including locations both rural and in major metropolitan 
areas. Locations where the survey was administered were private practice settings of one or more 
mental health clinicians in practice; for example, social workers, nurses, psychologists or family 
therapists among other types of credentialed therapists. These settings are the typical workplaces 
of clinicians who conduct CISM interventions. The survey was administered in private and quiet 
locations, such as an individual office or other room, depending on what was a private and quiet 
area at the particular site. The survey was completed at the participant's place of employment 
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after obtaining permission from the owner or administrator of the site. The site was typically an 
office rented by the participant for himself or herself, however if the space was shared by others, 
owned by others or the participant was employed by others who rented or owned the space, 
permission to conduct the survey was obtained by the researcher from the owner or lesser of the 
space, typically the manager or administrator of the practice, prior to administration of the 
survey.   
Sample 
 Sixty individuals were screened for participation in the survey. Individuals known to 
likely meet inclusion criteria were prioritized for screening and participation. The sample size of 
60 was set as a goal to allow sufficient level of power to achieve anticipated results. For a fixed 
model linear multiple regression with six predictors assuming an effect size of medium to large 
and an a prior alpha value of .01, and a power equal to 80%, the F-test indicated that the total 
sample size be a minimum of 60 (Faul, Erdfelder, Buchner & Lang, 2009). The effect size, 
which is a statistical expression of the magnitude of a relationship between two variables, 
depends on the sample size collected. It describes the strength of the observed relationships. The 
sample size was set to allow an effect size which would represent a medium or large change or 
difference (Cohen, 1988). The researcher visited eighteen independent mental health settings to 
collect a sufficient sample. The participant population consisted of mental health clinicians in 
private practice including all ages, ethnicities and both genders. Clinicians who were 
administered the survey had varying professional preparation and work-related duties within the 
mental health service system. The researcher surveyed social workers, both licensed and non-
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licensed, registered nurses, licensed marriage and family therapists, certified drug and alcohol 
counselors, advanced practice registered nurses, psychologists, licensed professional counselors, 
master's degree-prepared psychologists, licensed practical nurses, occupational therapists and 
physicians. Clinicians who were administered the survey had a variety of total years of work 
experience, in all clinical mental health settings. Each clinician surveyed had experience in 
providing CISM services and clinicians surveyed represented a convenience sample.  
Inclusion and exclusion criteria 
Inclusion criteria specified: 
 1.)  Clinician participants had training in CISM and had experienced actual fieldwork  
       administering the CISM intervention.  
 2.)  Clinician participants were in mental health clinical out-patient or in-patient practice        
       in the capacity of primary-care mental health clinician, regardless of practice role or   
       credentials.  
 3.)  Clinician participants were social workers, professional counselors, nurse   
       practitioners, marriage and family therapists or other mental health professionals,    
       licensed or unlicensed.  
Exclusion criteria specified: 
 1.)  Clinician participants who had received the CISM training but had never performed a 
       CISM intervention. 
 2.)  Clinician participants who may have been familiar with the researcher's clinical   
       interest, to prevent introduction of bias. 
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 3.)  Clinician participants who were unable to understand the information sheet despite an 
       opportunity to ask questions were excluded from the study.  
 4.)  Any individual with whom the researcher had a professional relationship in                                
       the past would be excluded.  
Instruments 
 The survey that was used (Critical Incident Stress Management Attitude Survey, Version 
2 ), was developed from a prior original instrument (Critical Incident Stress Management 
Attitude Survey, Version 1) which used confirmatory factor analysis to develop and validate an 
original instrument.  Version 1 (Smith) was developed as a classroom project in "Instrument 
Development" and was modified to meet the needs of the current study. Specifically, the 24 
questions originally comprising the survey were reduced to 9 for brevity but also to retain a mix 
of the components that became evident in the development of the survey, Version 1. The original 
instrument, Version 1, assessed clinicians in clinical mental health practice in regard to their 
attitudes about the efficacy of performing variants of Critical Incident Stress Management 
(CISM) techniques. The objective was to ascertain if there was a consensus as to the efficacy of 
particular CISM variants and to explore and define other meaningful components that might 
become evident in the analysis of the survey results. Content validity of the survey items was 
supported through a comprehensive literature review and content expert panel composed of nine 
graduate students. Reviewers were provided with the name and definition of each scale 
addressed in the survey and asked to review each item in respect to the scale within the context 
of professional clinicians’ attitudes. The exploratory factor analysis method using principal 
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component analysis was used to verify construct validity. The items defining each scale were 
listed and examined to determine if the identified items that clustered together shared common 
conceptual meaning in respect to the item content and ultimately three constructs were 
empirically identified. Cronbach’s alpha internal consistency reliabilities of the data from the 
identified constructs were as follows:  Multiple Session Efficacy, .91; Training and Efficacy, .83: 
and Single Session Efficacy, .72. In using Kaiser’s criterion, eigenvalues greater than 1 and 
examination of the scree plot indicated that there were 6 possible components identified with 
eigenvalues greater than one that accounted for 73.73 % of the total variance explained by the 
solution (See Table 2). 
 After reviewing the derived components and the reliability of the data for each respective 
component it was decided that three components would be eliminated. Three components would 
be retained and revised for further study as a content review of the derived components 
suggested that three were meaningful (See Table 3). 
 Component 1 was named “Multiple-Session Efficacy” because items defining the 
component described attitudes towards delivery of multiple-session CISM and included feelings 
of success and benefit to individuals using the multiple-session approach. Clinicians who rated 
highly on the component would have the attitude that a multiple-session approach to CISM was 
helpful, more beneficial in preventing stress reactions and was preferable to a single-session 
CISD approach.  
 Component 2 was named “Training and Efficacy” because items defining the component 
described attitudes towards training and preparation for providing the CISM intervention.  
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Clinicians who rated highly on the component would have the attitude that they had sufficient 
training to provide the CISM intervention, that they were comfortable performing the 
intervention, that their training was comprehensive and that they could perform the CISM 
intervention with the help of other persons who were trained.  
 Component 3 was named “Single-Session Efficacy” because items defining the 
component described attitudes towards delivery of single-session CISD. Clinicians rated highly 
on the component were comfortable performing single-session CISD because of their clinical 
experience and believed that participants had received the help they needed. Clinicians rating 
highly on this component felt no difficulty in completing the task of the CISD in one session and 
that a single-session of CISD achieved its purpose and was appreciated.  
 These meaningful components suggested concord with the categories developed through 
initial discussion and review with the content expert panel of graduate students. It is likely that 
the derived components (N=6) were more varied prior to careful review due to the large number 
of survey items on the original survey. 
 The current study utilized a 15-item survey, "Critical Incident Stress Management 
Attitude Survey, Version 2" (Appendix A), comprised of 9 questions using a 7-point Likert scale 
response format. The survey also included 6 additional demographic questions. Clinicians were 
asked to indicate their agreement with the item on a 7-point agreement scale, ranging from 
Strongly Disagree to Strongly Agree.  
Procedures 
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 Subjects were recruited through personal contact at community work sites and at 
meetings of CISM provider groups. Recruitment also occurred by contact of CISM team 
members and team leaders state-wide using flyers including the information provided on the 
information sheet and by follow-up phone contact of individuals known to likely meet inclusion 
criteria. Personal contact occurred by the researcher utilizing known publicly available contact 
information regarding groups of CISM teams state-wide and by attending regular meetings of 
these groups after obtaining permission by the leaders of the teams. A recruitment flyer including 
the information sheet was forwarded to the team leader prior to attending team meetings. 
Additional recruitment utilizing the same recruitment protocols occurred individually for persons 
not attending local team meetings. Oral recruitment of individuals and recruitment of those 
individuals who were not specifically known to meet the inclusion criteria were read a 
recruitment script outlining the inclusion and exclusion criteria of the study and which included a 
detailed explanation of the study including the time involved in participating. Individuals who 
likely met inclusion criteria were also contacted via phone, letter, or email with an invitation to 
participate in the study, which included a copy of the information sheet that briefly explained the 
study (Appendix B). The phone contact, letter, or email and the information sheet explained in 
detail the purpose of the study and what participants would be asked to do if they agreed to 
participate, including a brief summary of the survey instrument and the time involved to 
participate in the study. The information sheet explained that participation in the survey was 
optional and voluntary and it described the minimal risk associated with participation in the 
study. Two options were discussed in the invitation regarding where and at what time 
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participants could most conveniently complete the survey instrument: 1.) face-to-face with the 
researcher in a brief meeting at a location determined by the participant, or  2.) via U.S. mail. If 
the potential participant opted to have the survey mailed to an address of their choice, a postage 
paid return envelope was provided to return the completed survey to the researcher. Inadvertent 
survey duplication was prevented by the researcher attending a collection site on only one 
occasion to avoid unintended re-collection from the same participant. Consent was verbally 
obtained in the face-to-face contacts, and consent was implied by review of the information sheet 
and submission of a completed survey for those participants responding via mail. To allow 
dissemination of results to participants if desired, the information sheet stated:  
 "If you would like anonymous study results mailed to you after completion of the  study, 
please email a personally acceptable mailing address to the researcher at: Calansmith@cox.net. 
Please indicate if you would like results to be sent through US mail with a PO Box as a return 
address, or returned via email to your email address." 
 After reading the information sheet pertaining to the study, participants were asked by the 
researcher utilizing a script, to complete a short 15-item survey (Appendix  A) regarding their 
attitudes about performing the CISM intervention in the past, including 7 demographic questions. 
The survey format utilized a seven-step Likert response scale. Clinicians were asked to indicate 
their agreement with the item on a seven-step agreement scale, ranging from Strongly Disagree 
to Strongly Agree. Data collection occurred during the period of April 15, 2012 - May 20, 2012, 
following approval of project proposal. Completed surveys were collected by the researcher and 
were entered into the Statistical Packages for the Social Sciences, Version 16 (SPSS, v.16). The 
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researcher maintained the security of the completed surveys in a locked file cabinet to which 
only he had access. Each completed survey contained only general survey data without personal 
identifying information. At the conclusion of data collection, the data were analyzed and 
interpreted.  
Institutional Approval 
 Institutional Review Board (IRB) approval was obtained through the University of 
Connecticut. The IRB application included a request, which was granted, for a waiver of signed 
consent based on voluntary participation, minimal to no expected risk to study participants and 
collection of non-identifying data. Risks and benefits of participation in the study were outlined 
on an information sheet (Appendix B) provided to potential participants prior to their 
participation. There were no identified risks and minimal inconvenience. There was no economic 
consideration or payment for participation in the study. There were no immediate benefits to 
participants; however the study in general served to increase knowledge about the CISM 
intervention, its perceived efficacy from the viewpoint of clinical persons administering the 
intervention and the implications this has for the understanding of its actual efficacy. 
Protection of Human Rights 
 Prior to the data collection phase of the study consideration was given to the ethical 
treatment of human subjects to assure that the study conformed to ethical standards. The right to 
privacy was assured by not collecting any identifying information in the course of the study and 
by maintaining security of the surveys collected while they were analyzed. The collected surveys 
did not contain HIPAA protected health data. Prior to the data collection phase of the study, the 
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researcher completed the Collaborative Institutional Training Initiative (CITI), (Appendix C), 
and the Collaborative Institutional Training Initiative (CITI) Refresher Course (Appendix D).  
Data collected individually from participants was not shared with other participants, their 
employers or co-workers. This prevented the possibility that an employer or co-worker may infer 
that the study may critique or contradict with the method of CISM that may be used internally in 
that workplace. The final results of the survey were disseminated as indicated on the information 
sheet, had the participant chosen to see the final results. All final results included data that was 
unidentifiable and not in any way able to be identified as originating at a particular work site. 
The limited amount of demographic data collected from each participant and the large number of 
data collection sites combined with the pooling of demographics and the large variety of clinical 
disciplines included in the survey does not allow for individual identification of participants in 
the results. The survey posed minimal inconvenience to participants; it required less than 15 
minutes to complete the survey.  
Treatment of Data 
 Data Management 
 Data collected and analyzed during the study were entered into SPSS v.16 for Microsoft 
Windows XP by the researcher as it was gathered from participants. Upon entry of data into 
SPSS, data were saved on a password protected computer hard drive, and for security back-up, 
on a separate memory disc. All data and information were stored in a locked file cabinet for the 
course of the study, and were destroyed after the analysis phase of the study.   
 Data Cleansing  
Running Head: CRITICAL INCIDENT STRESS MANAGEMENT 
 
48 
 
 Data were “cleansed” prior to the analysis phase of the study to prevent admission of 
values that were outside of the normal, expected range of values. Surveys that were incomplete 
(n=2) were excluded from the data analysis phase.   
 Analysis 
 The survey was analyzed using descriptive statistics, multiple linear regression analysis, 
Independent-samples t-test and one-way analysis of variance. For a fixed model linear multiple 
regression with six predictors assuming an effect size of medium to large, an a prior alpha value 
of .01, a power equal to 80%, the F-test indicated that the total sample size should be a minimum 
of 60 (Faul, Erdfelder, Buchner & Lang, 2009).  A sample size of 60 was therefore used to 
provide a sufficient level of power to achieve anticipated results. Descriptive statistics were used 
to answer research question 1, characterizing clinicians' attitudes toward CISM (items 1-9). 
Multiple regression analysis was used to answer research questions regarding demographic and 
experiential predictors (items 10, 11, 13, 14) of attitude toward single-session CISD (item 4). 
Survey question (item 12) that represented categorical data were related to the regression 
findings using Independent samples t-test, to examine differences between gender. Survey 
question (item 15) that represented categorical data (job type) were related to the regression 
findings using one-way analysis of variance, to examine differences between groups. These 
categorical demographic variables (gender and job type) were inappropriate for multiple linear 
regression, because multiple linear regression requires continuous data.  Findings that related to 
the derived components identified in the original survey were also identified as well as any 
issues that suggested practice change.   
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Chapter Summary 
 This chapter described the study design, setting, sample, inclusion and exclusion criteria, 
instrument, institutional approval, data collection procedure, protection of human rights and 
treatment of data (including data management, data cleansing, and analysis). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chapter Four 
Results/Report of Findings 
Running Head: CRITICAL INCIDENT STRESS MANAGEMENT 
 
50 
 
 This chapter will outline the specific results of the survey collection and will detail the 
statistical analysis applied to each research question with a specific report of the finding for each 
research question. 
 A total of 60 adult clinicians in private mental health practice, male (n=19) and female 
(n=41) were administered the Critical Incident Stress Management Attitude Survey, Version 2, 
before, during or after normal working hours. Eighteen independent mental health settings 
scattered across the State of Connecticut were visited to collect our sample, with the majority of 
settings in nearby urban areas.  
 The acquired sample (N=60) was comprised of social workers, both licensed and non-
licensed (n=29), registered nurses (n=7), licensed marriage and family therapists (n=4), certified 
drug and alcohol counselors (n=3), advanced practice registered nurses (n=3), psychologists 
(n=3), licensed professional counselors (n=3), master's degree-prepared psychologists (n=2), 
licensed practical nurses (n=2), occupational therapists (n=1) and physicians (n=1). Eight 
participants elected to receive, complete and return the survey by U.S. mail.  There were 2 
surveys that were excluded from the data analysis phase due to both having at least one response 
that was not identifiable. This resulted in 58 fully completed surveys included for data analysis. 
The total years of work experience in all clinical mental health settings for all survey participants 
was 784 years. The mean (M) years of work experience in all clinical mental health settings for 
survey participants was 13.5 years. All participants met inclusion criteria requirements and there 
were no participants who required exclusion based on stated exclusion requirements.  
Research Question 1. What are clinicians' attitudes, in aggregate, about CISM and CISD (items 
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1-9)?  
 This research question was analyzed using descriptive statistics. These statistics are 
presented in Table 4 and Figure 2. All data demonstrated normality with skewness and kurtosis 
values all in the range of -1 to 1.   
Research Question 2. What demographic and experiential factors (performed CISM 
interventions, CISM training or supervisions annually, total years of clinical experience, total 
years of experience performing CISM intervention) predict attitude toward single-session 
CISD?  
  This research question was answered using multiple regression analysis utilizing these 
demographic and experiential predictors of attitude toward single session CISD, specifically, 
Survey Item 4: "that a single-session of CISD achieved its purpose".  A Pearson product 
moment inter-correlation matrix was established to examine correlations between factors (see 
Table 4). The data indicated that all correlations were statistically significant at the p<.01 level 
and all demonstrated moderate to high correlations. A stepwise multiple linear regression was 
conducted utilizing demographic and experiential factors, specifically survey items numbered 
1,2,3,5,6,7,8,9,10,11,13 and 14 as predictors and attitude toward single-session CISD (Item 4) as 
criterion.  The multiple linear regression produced only one significant model. Table 5 indicates 
that the model consists of one significant predicting factor: years of clinical experience. This 
was confirmed by subsequent analysis of variance (see Table 6) and beta coefficients (see Table 
7).  Figure 3 graphically shows the negative correlation between years of clinical experience and 
item #4 "that a single session of CISD achieved its purpose." Other factors, specifically, the 
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number of CISM interventions performed in one year, the number of CISM trainings or 
supervision sessions participated in annually, the total years of experience in performing the 
CISM intervention and the clinician's specific professional credential were not found to be 
predicting factors. 
Research Question 3.  Is there a statistically significant difference in attitude towards single-
session CISD based on gender and job type/clinician credentials? 
To explore this research question the study also contained two categorical demographics: 
gender and job type/clinician credentials. Job type can alternatively be referred to as clinician 
credentials, e.g., social worker vs. nurse. These variables are inappropriate for multiple linear 
regression, because multiple linear regression requires continuous data. To examine differences 
between groups, t-test and one-way analysis of variance were utilized. First, differences between 
gender were examined. Descriptive data disaggregated by gender are provided in Table 8.  
 To ensure that both gender sets had homogenous data when compared, Levenes' test of 
equality of error variance was used to test the null hypothesis that the error variance of the 
dependent variable was equal across groups. It indicated that there was no significant difference 
(F (1, 56)=1.45; p=.23) between groups indicating that the samples were homogenous and 
suitable for t-test analysis. Independent samples t-test (see Table 9) indicated that there was no 
significant difference (t(56)=1.995;p=.05) between males (m=6.333) and females (m=6.333).  
 Following a similar procedure, one-way analysis of variance was conducted for attitudes 
towards single-session CISD disaggregated by job type/clinician credentials. Descriptive data are 
provided in Table 10.  
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 Again, Levenes' test of equality of error variance was used to test the null hypothesis that 
the error variance of the dependent variable was equal across groups, this time for job 
type/clinician credentials (social workers, nurses/MDs, other therapists). It indicated that there 
was no significant difference (F(2, 55)=.04; p=.96) between groups indicating that the samples 
were homogenous and suitable for analysis of variance. Analysis of variance was conducted (see 
Table 11) and indicated that there was a significant difference (F(2,55)=3.45; p=.04) between 
groups.   
 Because there were three levels of the independent variable (IV=job type, levels = social 
workers, nurses/MDs, other therapists), it was not possible to determine which factor contributed 
to significant differences. In order to determine which factor impacted the significance level, 
Tukey HSD post hoc analysis was conducted (see Table 12). The data indicated that other 
therapists (m=4.31) scored significantly higher than social workers (m=3.32) but all other 
comparisons were statistically similar.  
 Finally, the data were disaggregated to verify if there was a significant difference 
between three distinct groups: 1.) clinicians with 0-5 years clinical experience; 2.) clinicians with 
6-15 years clinical experience and 3.) clinicians with greater than 15 years experience (See Table 
13).  
 To ensure that each experience data set had homogenous data when compared, Levenes' 
test of equality of error variance was used to test the null hypothesis that the error variance of the 
dependent variable was equal across groups. It indicated that there was no significant difference 
(F (2, 53)=2.19; p=.12) between groups indicating that the samples were homogenous and 
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suitable for analysis of variance. Analysis of variance (Table 14) indicated that there was a 
significant difference (F(2,55)=12.42; p=.00) between 0-5 years experience (m=5.00), 6-15 years 
experience (m=3.71), and greater than 15 years (m=2.92). In order to determine which factors 
had statistically significant differences, Tukey post hoc analysis was utilized (Table 15).  
 The post-hoc data indicates that there was significant difference between all years of 
experience group with 0-5 years experience highest (m=5.00), 6-15 years experience (m=3.71) 
second, and greater than 15 years (m=2.92) lowest.    
Chapter Summary 
 This chapter outlined the specific results of the survey collection and detailed the 
statistical analysis applied to each research question with a specific report of the finding for each 
research question. 
 
 
 
 
 
 
Chapter Five 
Discussion/Dissemination of Findings 
 This chapter will discuss the findings as they pertain to each research question and will 
evaluate the theoretical framework identified and explore if the framework is helpful to 
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understanding the findings. Limitations of the study will be discussed and illustrations of how 
this study can be used for program improvement will be outlined. Implications for future studies 
and practice will be discussed. The chapter will close with a summary and conclusion.  
Introduction 
 As far as this researcher is aware, this is the first study that assessed CISM from the 
clinician's perspective and explored clinicians' attitudes towards the particular efficacy of single-
session CISD.   
 While there is no one single definition of "attitude" that has emerged over the years, 
Allport offered a helpful definition: 
  An attitude is a mental and neural state of readiness, organized through   
  experience, exerting a directive or dynamic influence upon the individual's  
  response to all objects and situations with which it is related (1935, p. 810). 
Another helpful definition was put forth by Aiken: 
  ...Attitudes may be conceptualized as learned propositions to respond positively  
  or negatively to certain objects, situations, concepts or persons. As such, they  
  possess cognitive (beliefs or knowledge), affective (emotional, motivational), and  
  performance (behavior or action tendencies) components (1980, p.2). 
 Green, a social psychologist, stated that the "concept of attitudes implies a consistency of 
responses" (1954, p. 336), which was similar to the definition offered by Fishbein and Ajzen, 
who stated that attitudes reflect "a learned predisposition to respond in a consistently favorable 
or unfavorable manner with respect to a given object" (1975, p.6).  
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  Anderson alluded to the relatively permanent status of attitudes when he offered his 
definition: 
  ...attitudes are feelings that generally have a moderate level of intensity, can be  
  either unfavorable or favorable in direction, and are typically directed toward  
  some object (that is, target). The association between feelings and a particular  
  target is learned. And, once learned, the feelings are consistently experienced in  
  the presence of the target. (1981, p.33). 
 Attitudes have weight and bearing on performance and decisions, and that is the premise 
of attention to attitudes of clinicians regarding their experience with the various CISM 
interventions.  
Research Question 1 
 The survey's first nine items explored clinician's attitudes about CISM and single-session 
CISD. Using descriptive statistics we identified that, in aggregate, the mean scores of items 1-9 
indicated the sample had negative attitudes about single-session CISD and had more positive 
attitudes about multiple-session CISM. This is shown graphically in Figure 2, but is more easily 
visualized in the context of the questions themselves, as in Figure 4. 
 While keeping in mind the multi-directionality of the specific survey questions (1-9), it is 
notable that - in aggregate - the responses as represented by the mean scores favored multiple- 
session CISM. The attitudes towards single-session CISD were more negative. Aggregate scores 
such as these do not negate strong attitudes by individual participants for either intervention, 
however they represent the mean score of all participants. For this research question, using 
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descriptive statistics, this researcher cannot extrapolate further and identify which experiential or 
demographic variables predict attitudes one way or the other. Regardless, it is interesting to note 
that the diverse sample - aggregated - holds the view that single-session CISD is less effective 
that multiple-session CISM.  
Research Question 2 
 To answer research question 2, a stepwise multiple linear regression process was utilized, 
including demographic and experiential factors as predictors and attitude toward single-session 
CISD as criterion. The stepwise multiple linear regression process produced only one significant 
predictive model: years of clinical experience. This finding was confirmed by subsequent 
analysis of variance (see Table 6) and beta coefficients (see Table 7). Figure 3 graphically 
demonstrates the relationship between years of clinical experience and response to Item #4 "that 
a single-session of CISD achieved its purpose". This item was chosen as it most strongly 
conveyed attitude toward single-session CISD. The data have a negative correlation indicating 
that those clinicians with more years of clinical experience were more likely to disagree with the 
item. This supports the research hypothesis that experienced clinicians may perceive the single-
session CISD intervention as less effective.  
 This researcher suggests a number of factors that lead the more experienced clinician to 
be less in favor of a single-session, abbreviated response to crisis intervention.  
 Through their years of experience these clinicians have developed skills of perception 
and clinical insight that enhance their judgment about the efficacy of the interventions they 
provide to clients in general, and to CISM interventions in particular. Benner (1984), from the 
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discipline of nursing, described five progressive stages in the development of clinical knowledge 
and expertise, the last two stages in that model are "Proficient" and "Expert." This researcher 
expects that experienced clinicians in our study fall into one of these categories. An expert 
clinician accurately identifies problems and consistently intervenes with appropriate skill in a 
situation due to his or her extensive knowledge base and experiential background. The expert 
clinician will have the ability to understand a clinical situation intuitively with both speed and 
accuracy. Benner stated that intuition was not a lack of knowledge but a type of deep knowledge, 
albeit one that engenders some discomfort as it is often not easily explained. This research 
suggests that intuitive knowledge is an additional factor being used by experienced clinicians in 
our study when they disfavor a single-session approach to crisis intervention.       
Research Question 3 
 In determining if there was a statistically significant difference in attitude toward single 
session CISD based on gender and job type/clinician credentials we had interesting results. Male 
and female clinicians were, in fact, equally likely to disagree with Item 4 "that a single-session of 
CISD achieved its purpose."  A "two-way ANOVA" to clarify if either gender represented in our 
study was more experienced - and if this affected their response - would have been helpful but 
our sample size was not appropriate for further analysis.  The raw data did not indicate that males 
had more years of clinical experience: the mean years of clinical experience of all male subjects 
was 11.7 years and all female subjects was 14.4 years. This study included nearly double the 
amount of females in our sample: females (n=39) and males (n=19). Male clinicians were also 
disproportionally represented in the category of "Other Therapists": 37% of clinicians. Male 
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clinicians in the “Social Workers” group and “Nurses/MDs” groups were represented at 32% and 
29% of clinicians respectively. None of these factors, in our study, led to a finding that either 
gender was more negatively inclined towards single-session CISD. 
  Research data indicated that the "Other Therapists" group (M=4.31) scored significantly 
higher than "Social Workers" (M=3.32) but all other comparisons were statistically similar. This 
finding indicated that the group that included psychologists, occupational therapists, certified 
drug and alcohol counselors, master's degree-prepared psychologists, licensed professional 
counselors and licensed marriage and family therapists disagreed more often with Item 4 ("that a 
single-session of CISD achieved its purpose") than the group comprised of social workers. While  
the reason this is so cannot be determined with the current research, this researcher suspects that 
the "Other Therapists" group is more diverse in age, training and experience, in addition to 
including a higher proportion of male clinicians than other groups - and these factors may have 
led to more disagreement with Item 4.  
 Finally, after data were collected and initially analyzed, this researcher decided to expand 
on research question 3 by using a similar statistical approach to additionally confirm the research 
hypothesis: that experienced clinicians may perceive the single-session CISD intervention as less 
effective. Data were disaggregated to verify if there was a significant difference between three 
distinct groups: 1.) clinicians with 0-5 years clinical experience; 2.) clinicians with 6-15 years 
clinical experience and 3.) clinicians with greater than 15 years experience. This afterthought 
further confirmed a significant difference between all 3 distinct "years of clinical experience" 
groups. The group with the most years of clinical experience was least likely to agree with Item 4 
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("that a single-session of CISD achieved its purpose"). In fact, for each of the three groups, the 
more years of clinical experience confirmed a significant difference in agreement to Item 4, i.e., 
groups with more years of clinical experience agreed less to Item 4 ("that a single-session of 
CISD achieved its purpose"). 
Evaluation of Theoretical Framework 
  Kolcaba's mid-range theory of comfort (Kolcaba, 1994) provides a helpful framework in 
understanding the significance to nursing practice regarding trauma debriefing. Kolcaba 
describes comfort measures, in general, which nurses may design and implement. Applying 
Kolcaba's theory to the decision to implement CISD or another method of trauma debriefing is 
consistent with the role of the nurse in applying a comfort measure - in this particular situation a 
crisis intervention. This intervention leads to institutional integrity, as the crisis intervention 
allows the institution to move forward, intact, as the sum of its individual workers. Nurses and 
other clinicians provide comfort in the format of a trauma debriefing, within an institutional 
context.   
 
 
Limitations 
 There are limitations to the current research, some of which were appreciated at the onset 
and some of which became clear during the process of research. This research was limited to the 
State of Connecticut and clinicians in private practice in this state. This was necessary due to 
time and expense, however, it does not make clear practices in other states or regions nor does it 
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address crisis intervention practice within a particular large organization, such as a hospital. 
Although participant clinicians do respond to and perform the intervention in such settings, large 
organizations may have their own internal practices, and investigation into those practices was 
beyond the scope of this study.  
 The participant sample size was sufficient for the current research but did limit more 
extensive statistical analysis such as 3-way analysis of variance, which may have further clarified 
our findings. Additionally, it was necessary to group clinician practice roles into 3 groups in 
order to perform statistical analysis - a larger group of each practice role would have been 
preferable and would have given more clarity, however this was impractical.  
 The current study also assessed only the most popular crisis intervention method and was 
not designed to assess other options for intervention that might be in practice within the state.  
Options for Program/Protocol Improvement 
 The current research further underscores the need for program/protocol change in the area 
of crisis intervention within the State of Connecticut. Critical Incident Stress Management was 
not designed to be performed as a single-session intervention. The literature highlights the 
limitations of that approach, and has identified negative outcomes associated with the single-
session approach. Some have argued that single-session crisis intervention is "better than 
nothing" - however this is not seen in the literature. This research, from the perspective of the 
experienced clinician confirms that those most experienced in administering the intervention do 
not feel that single-session CISD achieves its purpose. This researcher suggests that single-
session CISD should be discontinued immediately and replaced with a evidence-based, 
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comprehensive approach to crisis intervention that includes multiple sessions and attention to 
follow up care, if needed.  
Implications for Future Studies 
 Future studies need to continue to assess the efficacy of the variety of approaches to crisis 
intervention that are currently being used both in the United States and abroad. It is urgent to not 
only cease practices which are harmful, but to identify those practices that are helpful and have 
the best outcomes while also limiting cost and time involvement. Clinicians themselves have a 
role to play in this process, as we have seen in the current study. Those that perform the crisis 
intervention have valid experience-based knowledge of the efficacy of their work. Their opinions 
and attitudes as experts can be measured and should be considered when assessing crisis 
intervention methods. 
Implications for Practice/Policy/Education 
 Leaders within the mental health delivery system must voice the need for change in the 
important area of crisis intervention. These leaders include administrators and those in direct 
clinical care: doctors, nurses, social workers and others. The emphasis on applying an evidence-
based approach to crisis intervention is critical. Those trained and skilled in identifying and 
applying evidence-based approaches to clinical care, such as the DNP prepared nurse, have a 
clear role to play in moving toward practice improvement and education in crisis intervention.  
Summary 
 This research has identified that, in aggregate, clinicians do not favor a single-session 
CISD approach to crisis intervention. The findings indicated that clinicians with more years of 
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experience disagreed that single-session CISD achieved its purpose, and that this finding applied 
to clinicians in diverse practice roles. Some particular practice roles seemed even more in 
disagreement with a single-session approach to CISD. This finding was unexpected and these 
findings may suggest a need for further research. The research hypothesis, that experienced 
clinicians may perceive the single-session CISD intervention as less effective, was supported by 
the current research. 
Conclusion 
 The personal experiences of the researcher in administering CISM in both single-session 
and multiple-session variants coupled with the literature review were the impetus for the current 
study. The literature review, in particular, suggested that best evidence-based practice has not 
been consistently followed when the CISM intervention has been used. The current study took a 
different approach in assessing the efficacy of the single-session CISD intervention.  While 
randomized controlled trials and other vigorous methods are critical, this research intended to 
assess the clinicians' attitudes towards the efficacy of the interventions they personally 
administered. The research found that those clinicians with the most clinical experience were 
most likely to disfavor the single-session CISD approach to crisis intervention. The 58 clinician 
participants in the current study had an aggregate of 784 years of clinical experience. This study 
advances the importance of including the wisdom of those years of clinical experience when 
assessing the efficacy of crisis intervention approaches in general and in our particular study, 
single-session CISD. In doing so, conjoined with an evidence-based approach, the best clinical 
practice in crisis intervention can be forwarded.   
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Chapter Summary 
 This chapter discussed the findings as they pertained to each research question. This 
chapter evaluated the theoretical framework to identify and explore if the framework was helpful 
to understanding the findings. Limitations of the study were discussed and illustrations of how 
this study could be used for program improvement were outlined. Implications for future studies 
and practice were discussed. The chapter closed with a summary and conclusion.   
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Table 1 
 
6 Possible Components Identified With Eigenvalues Greater Than One That Accounted 
For 73.73% Of The Total Variance Explained By The Solution. 
                                                                                Total Variance Explained 
______________________________________________________________________
____________________________________ 
                         Initial Eigenvalues                                           Extraction Sums                       
      Rotation Sums  
              of Squared Loadings                
   of Squared Loadings 
______________________________________________________________________
____________________________________ 
Component      Total    % of Variance   Cumulative %           Total     % of Variance    
Cumulative %         Total 
______________________________________________________________________
____________________________________ 
1           5.661 23.586           23.586                   5.861         23.586                
23.586                                  5.250                        
 
2           4.792          19.967             43.553                   4.792         19.967                
43.553                                  2.015 
 
3           2.892          12.050             55.603                   2.892         12.050                
55.603                                  2.610 
 
4                      1.731           7.213              62.816                   1.731          7.213                  
62.816                               4.071 
 
5                      1.363           5.681              68.497                   1.363          5.681                  
68.497                                  3.841 
 
6                      1.257           5.238              73.736                   1.257          5.238                  
73.736                                  1.780 
 
 Extraction Method: Principal Component Analysis. 
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Table 2 
3 components were retained as a content review of the derived components suggested 
that three were meaningful. 
______________________________________________________________________
____________________________________ 
Component 
______________________________________________________________________
____________________________________ 
   1               2  
  3 
                       Multiple Session Efficacy                     Training and Efficacy                   
Single Session Efficacy 
______________________________________________________________________
____________________________________ 
Item 2   .838 
Item 6   .824 
Item 7   .815 
Item 3         .898 
Item 1         .878 
Item 8         .637 
Item 9         
  .726 
Item 4         
  .683 
Item 5         
  .663 
______________________________________________________________________
____________________________________ 
 
Extraction Method: Principal Component Analysis. 
Rotation Method: Varimax with Kaiser Normalization. 
Rotation converged in 13 iterations. 
 
 
 
 
 
 
 
 
Table 3  
Critical Incident Stress Management Attitude Survey, Version 2 
Item Analysis and Reliability Data 
______________________________________________________________________
____________________________________ 
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Item #                   Response Percentages                              Mean    Standard    
Correlation    Dimension Alpha         Dimension     
              ___________________________________                           Deviation        
with               Reliability                   Alpha 
              1        2        3        4        5        6        7                                            
Dimension           If Item                    Reliability 
         
               Deleted 
______________________________________________________________________
____________________________________ 
 
 Component 1- Multiple Session Efficacy    
           .91 
 
2 10       6         5    4 6        12       57             3.65         1.11             .78                     
.90     
6             9        4         3        3          6        8        67                3.66         1.09      .78                     
.90 
7             6        3         2        4          5        9        71                3.35         0.81              .65
    .91 
 
 Component 2- Training and Efficacy    
                                      .82 
 
3            63      11       4         5          3        2        12                2.78         1.01             .72                     
.77 
1            76      10       4         2          2        2         4                 2.91         1.19             .75                     
.75    
8            76      9         3         4          3        1         4                 2.99         0.64             .61                     
.81 
 
 Component 3- Single Session Efficacy    
           .72 
 
9            63      8         6         3          3        5        12                3.46         1.09             .46                     
.70 
4            76      7         3         4          2        4         4                 3.13         0.89             .61                     
.62 
5            76      6         4         3          3        4         4                 3.19         0.63             .47                     
.69 
 
______________________________________________________________________
____________________________________    
         
 
 
 
Table 4 
Descriptive Statistics for clinicians' attitudes about CISM and CISD  
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          ITEM1     ITEM2     ITEM3   ITEM4    ITEM5   ITEM6   ITEM7   ITEM8   ITEM9 
N  58.00  58.00  58.00  58.00  58.00  58.00  58.00  58.00  58.00 
Mean 3.41 5.00 3.59 3.60 3.43 4.98 4.81 3.24 3.84 
Standard Deviation 1.58 1.08 1.21 1.32 1.22 1.22 1.32 1.26 1.11 
Skewness .30 -.53 .01 .45 .86 -.69 -.45 .50 .16 
Kurtosis -.52 -.11 -.52 -.45 .12 .06 .10 -.32 -1.00 
Percentiles 25 2.00 5.00 3.00 3.00 3.00 5.00 4.00 2.00 3.00 
50 3.00 5.00 4.00 3.00 3.00 5.00 5.00 3.00 4.00 
75 4.25 6.00 4.25 5.00 4.00 6.00 6.00 4.00 5.00 
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Table 5 
Linear Regression Model Summary 
Model R R
2
 Adjusted R
2
 
Standard error of 
the estimate 
1 .61
a
 .37 .36 1.06 
a
Predictors: (Constant), total years of clinical experience 
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Table 6 
Analysis of Variance for Regression Model 
Model 
Sum of 
Squares df 
Mean 
Square F p 
1 Regression 36.71 1 36.71 32.54 .00
a
 
Residual 63.17 56 1.13   
Total 99.88 57    
a
Predictors: (Constant), total years of clinical experience 
b
 Dependent Variable: that a single session of CISD achieved its purpose (Item 4) 
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Table 7 
Coefficients
a 
for Linear Regression 
Model 1 
Unstandardized 
Coefficients 
Standardized 
Coefficients 
t p B 
Standard 
Error Beta 
 (Constant) 5.30 .33  16.15 .00 
Total years of clinical 
experience 
-.13 .02 -.61 -5.70 .00 
a
 Dependent Variable: that a single-session of CISD achieved its purpose (Item 4) 
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Table 8 
Descriptive Statistics for Item 4: attitudes toward single-session CISD disaggregated by gender 
Gender n Mean Standard Deviation 
Male 19 4.21 1.44 
Female 39 3.31 1.17 
Total 58 3.60 1.32 
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      Table 9 
      t-test Demonstrating No Significant Differences Between Males and Females in 
Response to Item #4, That a Single-Session of    
      CISM Achieved its Purpose". 
       
______________________________________________________________________
____________________________________ 
              Levene's Test for          t-test for Equality of means 
                                                      quality of variance 
      
______________________________________________________________________
____________________________________ 
                                                    F        Sig.       t       df         Sig.             
Mean        Std             95% Confidence 
                          (2-tailed)     
Difference       Error              Interval of the  
                                         
Difference          Difference 
         
                                                                                                                                                                                
Lower / Upper 
______________________________________________________________________
____________________________________ 
Gender -Equal variance assumed        .197    .663              1.995     16             .063            
6.333           3.1749         -.3972   13.0639 
Gender -Equal variance not assumed                                  1.995     14.624      .065            
6.333           3.1749         -.4491   13.1158    
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Table 10 
Descriptive Statistics for Item 4: attitudes toward single-session CISD disaggregated by job type 
Job Type n Mean Standard Deviation 
Social Workers
a
 29 3.32 1.23 
Nurses/MDs
b
 13 3.31 1.32 
Other Therapists
c
 16 4.31 1.30 
Total 58 3.60 1.32 
a
 Includes LCSW and MSW 
b
 Includes RN, APRN/Nurse Practitioner, LPN, and MD 
c
 Includes Psychologists, OT, CDAC, MA Psychology, LPC, Licensed Marriage and Family 
Therapist 
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Table 11 
Analysis of Variance Tests of Between-Subjects Effects for Job Type for Item 4: Attitudes 
towards single-session CISD 
Source 
Type III Sum 
of Squares df Mean Square F p 
Partial Eta 
Squared 
Job Type 11.12 2 5.56 3.45 .04 .11 
Error 88.76 55 1.64    
       
Total 99.88 57     
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Table 12 
Multiple Comparisons via Tukey HSD Post Hoc Analysis 
     95% Confidence Interval 
(I) Job Type (J) Job Type 
Mean Difference 
(I-J) 
Standard 
Error p Lower Bound Upper Bound 
Social Workers Nurses/MDs .04 .42 .99 -.98 1.06 
Other Therapists -.97
a
 .40 .05 -1.92 -.01 
Nurses/MDs Social Workers -.04 .42 .99 -1.06 .98 
Other Therapists -1.00 .47 .10 -2.15 .14 
Other Therapists Social Workers .98
a
 .40 .05 .01 1.92 
Nurses/MDs 1.00 .47 .10 -.14 2.15 
Note. Analysis based on observed means.  The error term is Mean 
Square (Error) = 1.61. 
a
 The mean difference is significant at the .05 level. 
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Table 13 
Descriptive Statistics disaggregated by years of clinical 
experience 
 
Mean 
Standard 
Deviation N 
0-5 yrs experience 5.00 .67 10 
6-15 yrs experience 3.71 1.20 24 
>15 yrs experience 2.92 1.18 24 
Total 3.60 1.32 58 
 
Table 14 
Tests of Between-Subjects Effects 
Source Type III 
Sum of 
Squares df 
Mean 
Square F p 
Partial Eta 
Squared 
Years of Experience 31.088 2 15.544 12.428 .000 .311 
Error 68.792 55 1.251    
Corrected Total 99.879 57     
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Table 15 
Multiple Comparisons via Tukey HSD Post Hoc Analysis 
(I) years experience (J) years experience Mean Difference 
(I-J) 
Standard 
Error p 
0-5 yrs experience 
 
6-15 yrs experience 1.29
a
 .42 .01 
>15 yrs experience 2.08
a
 .42 .00 
6-15 yrs experience 
 
0-5 yrs experience -1.29
a
 .42 .01 
>15 yrs experience .79
a
 .32 .05 
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>15 yrs experience 
 
0-5 yrs experience -2.08
a
 .42 .00 
6-15 yrs experience -.79
a
 .32 .05 
Note. Based on observed means. The error term is Mean Square (Error) = 1.251. 
a.
 The mean difference is significant at the .05 level. 
 
  
 
 
 
 
  
   
 
Figure 1    "Theoretical Framework for Comfort Care Related to Institutional Integrity", 
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 by Kolcaba, K., & Kolcaba, R, 1991, Journal of Advanced Nursing, 16, p. 1309. Copyright 1991 
by Kolcaba, K. 
 
 
 
 
 
 
Figure 2.  Mean scores for items for clinicians' attitudes about CISM and CISD  
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Figure 3. Graphically demonstrated relationship between years of clinical experience and 
response to Item #4 "that a single-session of CISD achieved its purpose". 
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      Strongly  Somewhat Neither Somewhat  Strongly  
When I performed CISM interventions in the past, I felt: Disagree Disagree Disagree 
Agree 
Nor  Agree Agree Agree  
         Disagree     
1 I had sufficient training to perform  1 2     3  X 4 5 6 7  
 the CISM intervention.           
2 that individuals experiencing stress would 1 2 3 4 X5 6 7  
 benefit more from multiple session CISM.         
3 that a single session of CISM was sufficient  1  2      3  X 4 5 6 7  
 for participants.            
4 that a single session of CISM achieved its 1 2      3   X 4 5 6 7  
 purpose.             
5 no difficulty in completing the task of the  1 2   3 X 4 5 6 7  
 CISM in one session.           
6 that more than one session of CISM would have 1 2 3 4 X5 6 7  
 been preferable.            
7 more success in completing the purpose of the  1 2 3 4 X5 6 7  
 CISM intervention in several sessions.          
8 the training prepared me well to do the CISM 1 2    3 X 4 5 6 7  
 intervention.            
9 that participants for whom the session was  1 2 3 X4 5 6 7  
 intended received the help they needed.          
 
 Figure 4.  Mean scores of sample in aggregate (X) placed in 
approximate position on the actual Likert       Scale.  
 
      Appendix A. "Critical Incident Stress Management Attitude Survey, 
Version 2." 
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Appendix A.(continued). "Critical Incident Stress Management Attitude 
Survey, Version 2." 
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Appendix A, (continued). "Critical Incident Stress Management Attitude 
Survey, Version 2.” 
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Appendix B. "Information Sheet for CISM Survey." 
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Appendix B (continued). "Information Sheet for CISM Survey." 
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Appendix C. "Collaborative Institutional Training Initiative Completion Report" 
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Appendix C (Continued). "Collaborative Institutional Training Initiative Completion 
Report"
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Appendix C (Continued). "Collaborative Institutional Training Initiative Completion Report" 
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Appendix D. "Collaborative Institutional Training Initiative - Refresher Completion 
Report"
 
